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CHEMO- PSYCHOTHERAPY In tablet form 


reates. sense of well- being 
ncreasing rapport and 
rece to psychotherapy 


t 


Crystalline Alkaloid Therapy | Whole Root Therapy 


Serpantay KOGLUCOID 


rouwolfic serpentine, Ponray’ 


Supplemental Therapy for 
NEURO-PSYCHIATRIC CONDITIONS 


© Calms hyperactive patients, quiets the 
noisy, alerts the depressed 

© Often precludes electroshock, seclusion 
ond berbiturates 

© Tronquilizes and sedates without af- 
fecting alertness or responsiveness 

@ Allows notural sleep 

© Clinically proven in onxiety-tension 
states, compulsive, and other behav- 
loristic disorders 

© Non-soporific and well tolerated for 
prolonged treatment 


ied 50 m4, 100 
mg. coated tablet 


Now at a realistic price level, ae jn 2 
for general hospital use. ampules comiainin& 2.5 mg. OF 


meg. per ce, for 
Write jor samples, literature 


340 CANAL STREET, of 100, 500, 1,000 
CORP. off NEW YOR 13,01, end ba pking 


Sele Canadian Distributors: 
Winley-Morris Co., 6579 Someried Ave., Mentroc! 29, P.Q. © 1055 The Panray Corp., New York, ¥. 
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Manuseripts—-The original manuscripts of papers read at the annual meetings of the Associa- 
tion should be deposited with the Secretary during the meetings, or sent to the New York 
office promptly afterward. Do not deposit carbon copies. 


Papers read at the annual meetings become the property of the Association. Not all papers 
read, however, can be published in the JourNnaL, and authors wishing to publish in other 
vehicles will first secure from the Editor the release of their manuscripts. 


Papers will not be accepted for the annual program if they have been previously read at 
other meetings or if they have been already published. 


Papers contributed during the year (not on the annual program) should be sent to the 
Editor, Dr. Clarence B. Farrar, 216 St. Clair Avenue West, Toronto 5, Ontario, Canada. 


Style—Manuscripts should be typewritten, double spaced, on one side of paper. They must 
be prepared in conformity with the general style of The American Journal of Psychiatry. 
Retain a carbon copy of manuscript and duplicates of tables, figures, etc., for use should 
the originals be lost in the mails. 


Multiple Authorship—The number of names listed as authors should be kept to a minimum, 
others collaborating being shown in a footnote. 


IMustrations—Authors will be asked to meet printer’s costs of reproducing illustrative material. 
Copy for illustrations cannot be accepted unless properly prepared for reproductions. Wher- 
ever possible, drawings and charts should be made with India ink for photographic reproduc- 
tion as zinc etchings. Photographs for halftone reproduction should be glossy prints. Illus- 
trations should be as small as possible without sacrificing important detail. Redrawing or 
preparing illustrations to make them suitable for photographic reproduction will be charged 
to author. 


Authors’ Corrections in Proofs—Corrections, additions or deletions made by authors are to be 
charged to them. These alterations are charged on a time basis at the rate of $3.00 per hour. 
Proper editing of original manuscript is important to avoid the expense of correction. 


Tables—Tables should be typed and on separate sheets. Tables are much more expensive to set 
than text material and should be used only where necessary to clarify important points. 
Authors will be asked to defray cost of excessive tabular material. 


References—References should be assembled according to author in a terminal bibliography, 
referred to in text by numbers in parentheses. Bibliographical material should be typed in 
accordance with the following style for journals and books respectively : 


1. Vander Veer, A. H., and Reese, H. H. Am. J. Psychiat., 95: 271, Sept. 1938. 
2. Hess, W. R. Diencephalon. New York: Grune & Stratton, 1954. 


Abbreviations should conform to the style used in the Quarterly Cumulative Index Medicus. 


The American Journal of Psychiatry, formerly The American Journal of Insanity, the official 
organ of The American Psychiatric Association, was founded in 1844. It is published monthly, 
the volumes beginning with the July number. 

The subscription rates are $12.00 to the volume: Canadian subscriptions, $12.50; foreign 
subscriptions, $13.00, including postage. Rates to medical students, junior and senior internes, 
residents in training during their first, second, or third training year, and also to graduate students 
in psychology, psychiatric social work, and psychiatric nursing, $5.00 (Canada $5.50). Single 
issues, $1.25. 

Copyright 1955 by The American Psychiatric Association 


Office of Publication, 1601 Edison Highway, Baltimore 13, Md. 


Editorial communications, books for review, and exchanges should be addressed to the Editor, 
Dr. Clarence B. Farrar, 216 St. Clair Avenue West, Toronto 5, Ontario, Canada. 

Business communications, remittances and subscriptions should be addressed to The American 
Psychiatric Association, 1601 Edison Highway, Baltimore 13, Md., or to 1270 Avenue of the 
Americas, New York 20, N. Y. 

Entered as second class matter July 31, 1911, at the post office at Baltimore, Maryland, under 
the Act of March 3, 1879. Acceptance for mailing at special rate of postage provided for in 
Section 1103, Act of October 3, 1917. Authorized on July 3, 1918. 
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respond to 


4 Before injection of Serpasil, patient 
has torn off all her clothes and has 
assumed grotesque posture on hospi- 
tal bed. 


One day after injection of Serpasil 
Parenteral Solution, patient sits quiet- 
ly in bed, wearing pajamas and drink- 
ing water calmly. 


IN INSTITUTIONAL THERAPY 
AND OFFICE PSYCHIATRY 


Serpasil, a nonhypnotic tranquilizing 
agent, not only produces remissions 
in severe neuropsychiatric states in 
the hospitalized patient, but has also 
been used widely and successfully as 
an adjuvant to psychotherapy in the 
milder, ambulant cases seen in every- 
day practice. 


Supplied: Tablets, 4.0, 2.0, 1.0 and 
0.25 mg. ‘scored) and 0.1 mg. Elixir, 
containing 1.0 mg. and 0.2 mg. per 4- 
ml. teaspoonful. Parenteral Solution, 
2-ml. ampuls, each ml. containing 2.5 
mg. of Serpasil. 


Serpasil® (reserpine cisa) 
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Suggested dosage schedules for use of 
“Mysoline,” employed alone, or in com- 


bination with other anticonvulsants. 


Adults and children over 8 years: In patients receiving no other anticonvulsants: 
“Mysoline” therapy is started with 0.25 Gm. daily, and dosage is gradually 
increased at weekly intervals, until maximum therapeutic effect is achieved. 


Order of Dosage Increase for Adults and Children Over 8 Years 


Ist week | Srdweek 4th week 

0.25 Gm. ; 0.75 Gm. ' 1 Gm. 

(1 tablet) (2 tablets) i (3 tablets) |! (4 tablets) 

daily, at daily, 1 on ; daily, in ; daily, 

bedtime arising, 1 ; 3 divided : in 4 divided 
at bedtime doses doses 


When dosage is increased beyond 1 Gm., the daily intake is administered in 
four divided doses, and increments of 0.25 Gm. are added at weekly intervals 
as indicated above. Children 8 years and older are usually able to tolerate the 
same dosage as adults. (‘““Mysoline” is not recommended for use in dosages 


over 2 Gm. daily.) 


In patients already receiving other anticonvulsants: ““Mysoline,” 0.25 Gm., 
is given daily and dosage is gradually increased, while the dosage of the other 
drug(s) is gradually decreased. 


Children up to 8 years of age: (125 Gm. is administered on the same basis of 
therapy as suggested for adults. (In many cases control has been achieved 
with 0.375 Gm. to 0.75 Gm. daily.) 


Supplied: No. 3430 — 0.25 Gm. tablets (scored). Bottles of 100 and 1,000. 


Ayerst Laboratories « New York, N. Y. « Montreal, Canada 


1, Smith, B., and Forster, F. M.: Neurology 4:137 (Feb.) 1954, e 2. Editorial: Brit. M. J. 
1:1028 (May 1) 1954. e 3. Lambros, V. 8.: Read before the Annual Meeting of the American 
League Against Epilepsy, Washington, D. C., May 1, 1954. ¢ 4. Smith, B. H., and McNaugh- 
ton, F. L.: Canad, M.A.J. 68:464 (May) 1953. « 5. Doyle, P. J., and Livingston, S.: J. Pediat. 
43;413 (Oct.) 1953. @ 6. Pence, L. M.: Texas State J. Med. 50:290 (May) 1954. 
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“MYSOLINE, 


Brand of Primidone 


in epilepsy 


COMPLETE CONTROL OF SEIZURES IN 80 PER CENT 
OF PATIENTS WITH GRAND MAL 


Lambros® reports that with “Mysoline,” complete control of all attacks was 
achieved in 168 of 208 previously untreated patients with major seizures; in 
14, partial control was obtained, this representing a reduction of 86 per cent 
in the frequency and severity of seizurés. 


FAVORABLE RESPONSE IN OVER 37 PER CENT 
OF REFRACTORY CASES 


Smith and McNaughton,‘ using “Mysoline” in a group of 66 patients who had 
responded poorly or not at all to other anticonvulsants available, report that 
of 61 cases evaluated, over 37 per cent had most of their attacks reduced by 
half or more. More than half the patients had experienced seizures for mote 
than 10 years, and 10 had had seizures for over 30 years. 


NO SERIOUS SIDE REACTIONS IN 100 CASES 


Doyle and Livingston note that in 100 epileptic patients on “Mysoline,” no 
serious toxic reactions occurred, “Routine urine. examinations and blood 
counts were made on every patient and showed no abnormality at any time.” 
Side effects such as drowsiness and minor distarbances of equilibrium, when 


they occurred, “disappeared spontaneously in the majority of the patients 
within a few weeks after their onset.’”* 


A detailed abstract of an important report on “Mysoline” ia pre- 
sented overleaf, A reprint of this report ac well as literature 
providing an extensive bibliography will be sent to you on request. 


Electroencephalogram showing typical wave 
pattern of a patient with grand mal seizures 
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“MYSOLINE” PRODUCED COMPLETE 
CONTROL OF SEIZURES IN 71 PER CENT 
OF PATIENTS WHO HAD FAILED 

TO RESPOND TO OTHER MEDICATION.® 


Pence’s® report covers 45 patients ranging in age from 3 to 58 years who were 
observed for a period of 6 to 26 months. Cases of grand mal, petit mal, focal 
seizures, and psychomotor epilepsy were included in this series. 


“Mysoline” was gradually added to current medication which in turn was 
gradually reduced during a two week period. The dosage ranged from 0.25 Gm. 
to 2.25 Gm. daily. 


Results of therapy: Excellent results were obtained in 71 per cent of patients 
(32) ; improvement was noteworthy in 22 per cent (10); only 7 per cent (3) 
were not benefited. 


The greatest improvement was noted in the 19 patients with grand mal, 16 
being completely controlled. These patients received “Mysoline” alone or in 
combination with phenobarbital or a hydantoin. 


The 2 patients with psychomotor attacks became completely controlled with 
“Mysoline” alone. Marked improvement was also noted in 9 of the 12 patients 
with petit mal. 


Pence points out that many patients were “well pleased with the results 
obtained when ‘Mysoline’ was substituted for all or part of their previous 
medication.”” Improvement in mental alertness was also noted with “Mysoline” 
therapy. 


Side reactions: Urinalyses and blood counts remained normal; no skin rash 
was noted. When side effects such as drowsiness and ataxia occurred, they 
disappeared after the proper dosage of ‘“Mysoline” was established. 


“MYSOLINE’’ 


im epilepsy 


Ayerst Laboratories make “Mysoline” available in the United States by arrangement with 
Imperial Chemical (Pharmaceuticals) Limited. 5563 
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for the patient who is “tired all the time” 


Many of your patients may complain of a “tiredness” 
that has destroyed their ability to think and has taken 
from them all the purpose, the fun, and the flavor of 
living. Rest does not help—for this is not fatigue due to 
overexertion, but psychogenic fatigue, a result of monot- 
onous routine, overworry, or frustrating circumstances. 
With ‘Dexamyl’, you can help many of the patients 
with this common and unnerving condition. The unique 
mood effect of ‘Dexamyl’ subtly replaces anxiety and 
depression with a renewed sense of cheerfulness, con- 
fidence and optimism—thereby restoring the ability to 
think and work. 


tablets elixir Spansulet capsules 


Each ‘Dexamyl’ Tablet and each teaspoonful (5 ce.) 
of the Elixir contains: Dexedrine* Sulfate (dextro- 
amphetamine sulfate, S.K.F.), 5 mg.; and amobarbital, 
gr. 

Also Available: ‘Dexamyl’ Spansule (No. 1), slowly re- 
leasing the equivalent of two tablets; ‘Dexamyl’ Span- 
sule (No. 2), slowly releasing the equivalent of three 
tablets. 


Smith, Kline & French Laboratories, Philadelphia 


*T.M. Reg. U.S. Pat. Off 
1T.M. Reg. U.S. Pat. Off. for sustained release capsules, 


Patent Applied For, 
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Desbutal 


DESOXYN* to brighten the mood 
NEMBUTAL* to relax inner tensions 
One capsule represents 5 mg. DESOXYN 


Hydrochloride (Methamphetamine 
Hydrochloride, Abbott) plus 30 mg. 


NEMBUTAL Sodium (Pentobarbital Sodium, 
Abbott). Bottles of 100 


and 1,000 capsules. Obbott 
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Relax 


the nervous, 


tense, 


emotionally unstable: 


Res erpoid 


FOR THE UPJOHN OF RESERPINE 


tablet contains: 

Reserpine ..........0.1 mg. 
or 0.25 mg. 
or 1.0 mg. 

Supplied: 

Scored tablets 

0.1 and 0.25 mg. in bottles of 100 

and 500 
1.0 mg. in bottles of 100 
The Upjohn Company, Kal Michigan 
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Electro- 


Ther py with proven 
GLISSANDO TREATMENT 


reduces severity of convulsion... 
reduces chance of fracture... 


Model 160-G 
$250.00 


Model 302-G as é As illustrated complete 
= with electrodes 
$395.00 ‘ 


As illustrated PORTABLE 


complete with 


electrodes U N | T Ss 


Glissando in Electro Shock Therapy is the method of applying the shock 
stimulus to the patient in a smooth, gradually increasing manner so that the 
severity of the initial onset is minimized. In the Lektra equipment this gradual 
increase is AUTOMATICALLY controlled for uniformity and consisten 
of results. The Glissando rate of rise, variable from .4 second to 2.0 seconds 
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This presentation gives a general view of 
the present status of psychiatric therapies. 
It is designed to be informative, but by no 
means authoritative, since many therapeutic 
attempts and practices have perforce been 
omitted. I shall first discuss somatic ther- 
apies and then the problems of psycho- 
therapy. 

No conspicuous progress has been made 
in insulin therapy. Variations of the tech- 
nique have been introduced, but none is 
superior to that evolved during the past 
years. The use of insulin therapy has de- 
creased progressively in recent years, prob- 
ably because it is expensive and time-consum- 
ing, and needs a great number of personnel. 
Its declining use is interesting, considering 
that it is held by many to be superior to 
electroshock treatment in many cases of 
schizophrenia. Insulin and electroshock are 
most effective in the early phase of illness, 
when a considerable number of patients are 
helped. Unfortunately many do not retain 
this improvement. In a 5-year follow-up 
the difference between shock-treated pa- 
tients and nonshock-treated patients is only 
slightly in favor of the former. 

In electroshock treatment the development 
indicates experimentation with different cur- 
rents, for instance unidirectional pulsating 
currents instead of alternating ones. It is 
claimed that this form of electroshock ther- 
apy is less damaging to the brain tissue be- 
cause less severe electroencephalographic 
alterations are observed. It is also claimed 
that this form is less apt to produce memory 
impairment and confusion. Some of these 
claims are substantiated by some investi- 
gators. Other investigators, however, re- 
main skeptical because no convincing evi- 
dence, based on well-conducted studies with 
controls, has been brought forward to prove 
its superiority. Some feel that, even though 
convulsions from unidirectional current do 


1 This paper was a part of a symposium, “Di- 
rections of Current Progress in Psychiatry,” held 
under the auspices of The American Psychiatric 
Association, October 28, 1954, Washington, D. C. 
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not produce as much alteration in brain 
function as those induced by alternating cur- 
rent, they are not as intense and therefore 
therapeutically less effective. 

There is a general tendency to experiment 
with treatments less drastic than convulsions 
or insulin coma. Among those are electrical 
stimulation, photic stimulation, CO,, subcon- 
vulsive metrazol, and subcoma insulin treat- 
ments. None of these treatments has been 
able to supplant electroshock; their value in 
psychiatric therapy is highly controversial, 
or they are considered entirely valueless. 
More research in these fields would be of 
great interest in clarifying the situation, 
especially in defining the value of electrical 
stimulation of certain parts of the brain as 
compared with the massive diffuse applica- 
tion of electrical current. 

In addition to such procedures applied 
outside of the skull, there has been experi- 
mentation in implanting electrodes in the 
brain, especially in the septal area, and ap- 
plying mild electrical stimulation through 
these electrodes. Therapeutic claims are 
made for this procedure in connection with 
schizophrenia and intractable pain. These 
experiments are based on controversial theo- 
retical grounds, It has not been convincingly 
demonstrated that emotional regulation is 
localized in certain parts of the frontal lobe; 
it is known, however, that the subcortical 
gray has as much or more to do with it than 
the frontal lobe. The procedure of implant- 
ing electrodes would be justified from a 
clinical if not from a research point of view, 
if the results were far better than those with 
other methods of treatment. This is not 
apparent, however, according to available 
reports. The cumbersomeness of the pro- 
cedure and the possible mortality rate also 
mitigate against its widespread use. Never- 
theless, investigations of stimulation of the 
subcortical gray should continue to disclose 
more about therapeutic possibilities which 
do not concentrate on the cortex but on those 
parts of the brain where emotional and 
vegetative regulation is initiated. 
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Progress has been made in electroshock 
therapy by the introduction of drugs to 
soften convulsions. Curare and the newer 
drugs—tubocurare, anectine, and others— 
are used, The newer drugs are safer than 
curare, but probably still not safe enough 
to become a standard part of electroshock 
treatment. These drugs, however, in all 
probability will in the future become safe 
enough to permit electroshock therapy with- 
out any great danger of fracture. Further 
research in this field is indicated. 

In the past few years various prognostic 
tests have been introduced based on the re- 
sponse of the nervous system to adrenaline, 
mecholyl, or atropine, and other drugs. These 
tests supposedly give reliable information as 
to the outcome of shock therapies or psy- 
chosurgery. They are important research 
tools, but their clinical use still remains very 
controversial. 

Re-examination of the role of the vegeta- 
tive nervous system in emotional disorders 
should be a major therapeutic research aim. 
New blocking agents, new stimulating tech- 
niques, and new neurophysiological regis- 
tration methods will enable us to do a more 
refined study on different level functions of 
the vegetative nervous system. 

A great deal of experimentation and in- 
vestigation has been done in the last few 
years to determine which operation is thera- 
peutically most suitable in specific types of 
mental cases. There are many publications 
on indications for psychosurgery, on how 
brain function relates to psychic functioning, 
and on how mental disorder is affected by 
surgery. Today there is a tendency to use 
different operations for cases of long-stand- 
ing, markedly disorganized schizophrenics 
and for chronic neurotics, or well-preserved 
schizophrenics. In the former group classi- 
cal lobotomy is still used; in the latter the 
trend is to use smaller operations, such as 
topectomy, cortical undercutting, lower quad- 
rant lobotomy, medial lobotomy, etc. The per- 
sonality damage is apparently less than with 
larger operations. The main complications 
are still the occurrence of epileptic seizures 
in about 5-20% of the cases. The thera- 
peutic results are much better with these 
modified surgical procedures in chronic neu- 
rotics, pseudoneurotic schizophrenics, and 


well preserved schizophrenics than the re- 
sults with lobotomy in chronic, deteriorated 
schizophrenics. Nevertheless, for the latter 
group classical lobotomy is preferable to 
the smaller operations. 

More intensive research is indicated to 
find a more reliable way to assess indications 
for psychosurgery and to predict its out- 
come. Investigations in this field have dem- 
onstrated that the frontal lobe does not 
contain emotional “centers” which can be 
localized. How much one cuts seems to be 
more important than where one cuts. The 
quantitative relationship between the amount 
of brain substance rendered inoperative in 
relation to mental symptomatology will have 
to be investigated further. Interest is shift- 
ing from the frontal lobe to the connections 
of the frontal lobe with the thalamus and 
the hypothalamic areas. Most likely further 
experimentation with a stereotaxic approach 
will try to find out which fiber connections 
are the most important ones in transmitting 
emotional impulses. Should these fiber con- 
nections become better known, it will be 
possible to use smaller and more exact 
operative procedures than are in use today. 
The refinement of the operations would re- 
duce the possibility of personality damage. 
In the opinion of many investigators this 
possibility is still present, even though 
the serious personality impairments due to 
the operation are not based on the operation 
alone, but on the influence of the organic 
brain damage on a schizophrenic process. 
Procaine infiltration of the frontal lobe is 
also now used for prognostic and thera- 
peutic purposes. It is too early to tell 
whether or not this method works, and it 
is not clear whether repeated injections of 
procaine in the brain produce organic 
damage. 

There has recently been a great deal of 
activity in the biochemical and pharmacolog- 
ical approach in psychiatry. An increasing 
number of chemical compounds are offered 
which influence mental symptomatology to 
varying degrees. Their value in psychiatry 
is still not properly assessed because they 
have been used for a comparatively short 
time. The reaction of psychiatrists to the 
value of these drugs is characterized by con- 
troversial opinions. Some have made very 
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enthusiastic reports in the lay and profes- 
sional press about the use of some of these 
drugs. Others feel that we are dealing here 
with nothing but sedatives of a different 
chemical structure than those already in use. 
As is so often the case, the truth most 
probably lies midway between these opposite 
views. New compounds such as Rauwolfia 
serpentina and chlorpromazine are very ef- 
fective in certain psychiatric conditions, for 
example, in controlling excitement states, 
reducing or eliminating confusional states, 
and in many instances in clamping down 
on tension and anxiety manifestations, In 
many cases, after the elimination of the ex- 
citement the underlying disorder still re- 
mains. The action of these drugs is fairly 
universal in excitement states, but much less 
so in anxiety and tension states. In some 
patients the response is good, and their 
anxieties are eliminated ; in others, the drugs 
do not produce any amelioration of the 
symptomatology. Likewise, some agitated 
depressions respond, but many depressions 
do not. It is not yet known why some per- 
sons respond and others do not. The drugs 
are quite effective in acute schizophrenic 
episodes, especially if tension, anxiety, hal- 
lucinations, and delusions are present. In 
such cases these drugs are rapidly replacing 
electroshock treatment. On the other hand, 
in chronic schizophrenia these drugs in many 
instances are not effective even though some 
patients do show improvement. Claims dre 
made in the European literature that after 
the use of these drugs for a few weeks the 
patients are cured and their psychoses or 
neuroses disappear. Most likely this is true 
only for a few selected patients. The ma- 
jority are relieved of anxiety while they are 
taking the drugs, but the symptoms return 
if their use is discontinued. It should also 
be stated that these drugs have disagreeable 
side actions, partly physical and partly men- 
tal, which will prevent their use for quite 
a number of individuals for whom they 
would otherwise be effective. 

One of the new drugs, Thorazine, is of 
interest because seemingly it affects certain 
parts of the brain that have something to do 
with motor control and with emotional and 
vegetative regulation. This drug seemingly 
affects the reticular substance. In high doses 


it produces Parkinsonian syndrones, in 
smaller doses it reduces motor activity and 
also emotional overcharge in excitement, 
tension, and anxiety states. A better under- 
standing of the way Thorazine works and 
the location of its action would contribute 
to a better understanding of neurophysio- 
logical changes linked to emotional and vege- 
tative alterations. It is also of interest that 
psychoses experimentally produced by mes- 
caline and LSD,» can be counteracted by 
Thorazine and other substances like sodium 
amytal, Desoxyn, and several others. These 
counteracting agents are not specific; many 
different chemical compounds have the same 
effect. But if a compound like Thorazine is 
able to clamp down on the function of the 
reticular substance as an activator of the cor- 
tex, the occurrence of certain psychotic mani- 
festations can be prevented. 

We believe there are indications that in 
the next few years pharmacological psychi- 
atry will play a very great role. Various 
compounds will be offered to reduce anxiety, 
others to alter mood states. This will enrich 
our therapeutic armamentarium, especially 
in conjunction with psychotherapy. It is 
obvious that if some of these chemical thera- 
pies are successful, psychotherapy will have 
to be adapted to them, and modifications 
will have to be made in psychotherapeutic 
technique. If it is possible to reduce an 
individual’s anxiety or to increase his ego 
strength with drugs, the psychotherapeutic 
procedure with such an individual will be 
different than it has been in the past. 

There is great need for a better scientific 
evaluation of the effectiveness of psychiatric 
therapies for the mentally ill. Lack of such 
evaluations constitutes a handicap which 
limits progress in treatment, and makes it 
difficult for psychiatrists to work with a 
confident sense of direction. The literature 
presents considerable data which may be 
interpreted clinically as being for or against 
the effectiveness of certain therapies, but 
very often, even after a long time, no firm 
conclusions have been reached. Moreover, 
some of the methodology or standards under 
which such evaluations are made are open 
to criticism. There are very few follow-up 
studies, and those that have been made are 
often inadequate, not only quantitatively in 
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that too few patients are followed, but also 
qualitatively in that the supposedly improved 
patients are not seen by psychiatrists, but 
are reached only by questionnaires. We also 
lack a comprehensive methodology of evalu- 
ating improvement in a patient. Criteria of 
improvement are judged by different psy- 
chiatrists in different ways, because there is 
no agreement as to criteria. For example, 
one psychiatrist judges a patient’s improve- 
ment on social adjustment, another on sexual 
adjustment, and a third on insight. Some 
use descriptive manifestations, others special 
psychodynamic formulations which vary 
with the different psychodynamic schools. 
Some are satisfied if the patient returns to 
the premorbid level of adjustment, others 
would expect a complete reconstruction be- 
fore they would call the patient recovcred. 

The lack of evaluation of therapy is es- 
pecially conspicuous in the realm of psycho- 
therapies. The efficacy of many of these 
therapies rests on belief, not on scientific 
factual evidence. There have been very few 
systematic attempts to evaluate claims con- 
cerning psychotherapy. In fact, there is 
virtually no precedent for studying effects 
of psychotherapy in any form of mental 
disturbance by a control design. The opinion 
is often expressed that no form of psycho- 
therapy can ever be evaluated by a control 
design because of the irreducible differences 
between patients and therapists, the multi- 
factorial and intangible nature of the thera- 
peutic process, etc. Just because of these 
doubts experiments in evaluation of psycho- 
therapy are urgently needed. Should it be 
demonstrated that evaluation of psychother- 
apy is possible, then the very important next 
step will have to be taken, namely, a com- 
parative evaluation of different forms of 
psychotherapy. What kind of patient needs 
what kind of psychotherapy, which one will 
benefit most from a certain form of psycho- 
therapy are unsolved issues. Conclusions 
about short psychotherapy versus prolonged 
psychotherapy, symptomatic psychotherapy 
versus reconstructive psychotherapy are 
based on subjective clinical impressions, not 
on scientific evaluation. 

Some progress, however, has been made. 
The American Psychoanalytic Association 
is interested in follow-up of patients under 


treatment, and also in organizing projects 
to evaluate therapies. Some such evaluative 
projects could be organized in such a way 
as to cross-validate a number of tests and 
assessment procedures, diagnostic and prog- 
nostic. No tests or rating scales or even 
clinical judgments of staffs have ever been 
systematically validated for a long-range 
follow-up of patients. We have very little 
information on the predictive value of rat- 
ings and clinical judgments. Some of the 
intended projects would permit us to validate 
judgments of clinical staffs against the judg- 
ment of an outside evaluating agency, assess 
rating scales against clinical appraisal, assess 
the reliability and validity of psychological 
tests in comparison with clinical judgments 
and rating scales, validate prognoses based 
on either clinical judgments or tests and 
rating scales. Such studies are, of course, 
difficult to organize and they are expensive. 
However, we hope that they will be at- 
tempted. They will have a very great effect 
on the theory and application of psychiatric 
therapies. 

Progress has been made in defining group 
therapy more sharply. Many different forms 
are still used, and for this reason it is very 
difficult to assess and compare success and 
failure with this form of therapy. Inter- 
action in a group situation, transference, 
and countertransference between the mem- 
bers of the group and the therapist have 
been studied rather intensively in the last 
few years. Studies of this kind will give us 
a better understanding of group psychology 
which in the past has been patterned very 
much on individual psychology. It is ap- 
parent that in the group situation psychic 
manifestations occur which are different 
from individual psychic interactions and 
should be differentiated from them. For in- 
stance, the paranoid behavior of an indi- 
vidual and the paranoid behavior of a whole 
group, even though they show similarities, 
differ in many essentials. 

Indications for group therapy have also 
been studied. It has been assumed that 
group therapy is applicable when a large 
number of cases have to be treated and no 
individual therapy is available, when indi- 
vidual therapy is not successful, and finally 
when the patient’s impairment of function- 
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ing is essentially in a social situation. It is 
obvious that indications for group therapy 
versus individual therapy will have to be 
studied in more detail. The controversial 
issue of whether group therapy is as ef- 
fective as individual therapy will have to be 
resolved. This is an issue about which a 
great many psychiatrists have doubts. It 
is already apparent that we cannot say that 
one or the other of these therapies should 
be used; we must decide what kind of pa- 
tient, in what constellation, would benefit 
more from group or from individual ther- 
apy, or from the application of both simul- 
taneously. The application of group and 
individual therapy in different phases of a 
patient’s treatment probably would be the 
most satisfactory solution, or group therapy 
after individual therapy, to clarify the pa- 
tient’s ability to handle social situations in 
a group setting. The use of group therapy, 
especially in child psychiatry, merits special 
attention. Many papers on group therapy 
indicate a tendency toward elasticity in ap- 
proach. This elasticity, however, should not 
go so far as to permit a chaotic application, 
without goal, of any technique a therapist 
may think of. 

In the last few years progress has been 
made in the application of psychotherapy 
and psychoanalysis. It has become apparent 
that the same treatment technique cannot be 
applied in all psychiatric conditions and that 
it is not possible to apply the same treatment 
with only slight modifications in markedly 
divergent disorders. It has been found that 
many of the older descriptive diagnostic 
designations, although not accurate in every 
respect, nevertheless indicated syndromes 
with different reaction potentials to therapy. 
Today special treatment techniques are 
evolved for schizophrenics, psychopaths, 
paranoid reactions, various personality dis- 
orders, alcoholism, and a number of other 
conditions. The differences are most con- 
spicuous in the treatment applied essentially 
in the neuroses and in the treatment of 
schizophrenics, In the latter patients psy- 
chotherapy which utilizes analytic principles 
as to interpretation and motivation is more 
active, more ego-supportive, and more en- 
vironment-manipulative than is customary 
in the neuroses. In connection with these 


treatment modifications, it has become ob- 
vious that the function of the ego must be 
studied; even though progress has been 
made in its delineation and on its function, 
we are still very far from being able to 
understand how the ego integrates and regu- 
lates the different psychic forces. Further 
investigations of the function of the ego in 
relation to therapeutic manipulation will be 
of paramount importance. It should be em- 
phasized that there is an increased tendency 
to incorporate “common-sense” therapeutic 
measures into the treatment of many psy- 
chiatric conditions, especially in the special 
conditions mentioned above. Such measures 
have been used in a non-codified form for 
a long time. Now they can be integrated 
and refined in connection with psychody- 
namic observations made on such patients. 

The integration of different therapeutic 
measures in a special condition, for instance, 
alcoholism, into a composite treatment has 
yielded much better results than were for- 
merly obtained. Many alcoholics today re- 
ceive individual or group psychotherapy. In 
addition they are linked to Alcoholics Anony- 
mous with its very powerful social group 
forces, and they also use antibuse to prevent 
drinking on a psycho-chemical level. The 
present treatment of alcoholism shows how 
the different facets in psychiatry—the so- 
matic, the psychological, and the social—can 
be used simultaneously to control a condition 
which probably would not yield comparably 
good results if treated alone by one or an- 
other of these methods. 

The progress made in the last few years 
in the field of psychotherapy may be sum- 
marized in the following 12 points. It is 
not feasible to discuss these points in detail ; 
they are presented only in very broad 
outline. 

i. It is increasingly recognized that theory 
and practice in psychotherapy or psycho- 
analysis are not identical. This recognition 
has resulted in a tendency to objectify the 
therapeutic process with recorded interviews 
and observations of the therapist at work, 
in order to find out how psychotherapy 
looks in action in distinction to what the 
therapist thinks is going on during the 
session. 

2. A search is being made for a common 
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denominator in the different psychotherapies. 
Further research in this area is strongly in- 
dicated. Different schools have very diver- 
gent theories about the functioning of the 
human psyche; nevertheless they claim the 
same therapeutic results. If it should be dem- 
onstrated that one of the psychodynamic sys- 
tems is superior to others, we .would be able 
to discard the less effective ones. If, however, 
it should be shown that all these different 
theoretical systems are similar in therapeutic 
action, then we would know that the theo- 
retical constructions are not as important as 
some unknown common denominator in ther- 
apy. This common denominator may be the 
skill, experience, and emotional attributes of 
the therapist, rather than the framework 
within which he works. It is also possible, 
however, that forces which are not yet eluci- 
dated are operating in psychotherapy. 

3. Psychotherapy, regardless of its specific 
theoretical foundation, has become more 
comprehensive in a sense that the different 
facets of psychic functionings are given con- 
sideration in therapy. It has become apparent 
that the conflict is not as important in the neu- 
roses as the inability or ability to handle it. 
Originally in psychoanalysis the instinctual 
forces of the id were emphasized ; later on, 
the ego. The conscious behavior of the indi- 
vidual, as well as his unconscious, is fully ap- 
praised today. Besides the sex drive, the 
power drive is investigated. The dynamics 
take into consideration the individual’s social 
goals, his past adjustment as much as his 
present adjustment. Both the organismic dy- 
namics and the social dynamics are given con- 
sideration. 

4. An increasing amount of investigation 
is being done on transference and counter- 
transference, and their roles in psychoanaly- 
sis and psychotherapy. In this field progress 
will be made if, in addition to the emotional 
relationship under investigation, the ability 
of two interacting persons to communicate is 
better understood. 

5. The assets of the patient are taken 
into consideration to a much greater degree 
than in the past, when the main investigation 
concentrated on the liabilities. 

6. There is a much greater awareness than 
in the past of the limitations of psychother- 
apy and psychoanalysis. Two resultant trends 


are discernible. On the one hand, there is a 
tendency not to accept statements that the pa- 
tient is noncooperative or schizophrenic or 
constitutionally inferior to other patients in 
his ability to participate in psychotherapy, 
but to try to evolve treatments suitable for 
patients whose resistance is comparably much 
more marked and much more deeply rooted. 
On the other hand, it is recognized that in 
many patients somatic therapy will have to 
be used to cut through depression, panic, and 
other emotional states which prevent the pa- 
tient’s fruitful cooperation in psychotherapy. 
The therapeutic goals are also more realistic, 
in not expecting a complete reconstruction of 
every patient, and in accepting more modest 
therapeutic goals. 

7. Insight is not stressed as much as for- 
merly. It is recognized that insight into con- 
flicts, although it can be conveyed verbally 
and even emotionally, does not necessarily 
mean an improvement in the patient in re- 
spect to handling of the conflicts. 

8. A more reverent attitude than in the 
past is evident about the forces that operate 
in a psychotherapeutic cure. What these 
forces are is admittedly often unclear, even 
when dynamically every facet of the case is 
apparently explained. 

9. There is greater awareness of the social 
environment and its fostering or retarding 
effects on psychotherapy. 

10. It is increasingly realized that etiology 
and motivation are not the same. Motives of 
a patient’s behavior in action can be investi- 
gated and satisfactorily explained, but this 
explanation does not necessarily mean that 
the etiology of the disorder is then clear. 

11. A constant re-examination is being 
made of fundamental theoretical concepts as 
they pertain to therapy. This should lead to 
clarification of old concepts—trelegating some 
to the realm of psychiatric archeology, and 
making the theoretical structure on which 
psychotherapy is based clearer, simpler, and 
more comprehensible. 

12. The gap between psychoanalysis and 
psychotherapy is closing even though the re- 
lation between the two is still a very contro- 
versial question, Some psychoanalysts empha- 
size the chasm between psychotherapy and 
psychoanalysis and others stress the common 
operational background and technique. 
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In the field of psychosomatic medicine, in- 
tensive research is going on in many places. 
It is an established fact that emotional factors 
play an important role in a primary or in a 
contributory way in many organic disorders. 
It is not clearly known, however, in which 
disorders the emotional participation is sec- 
ondary and in which the emotional factor is 
paramount or primary. It would be impor- 
tant to differentiate the disorders of the 
second group more carefully from those of 
the first. Even though it is basically correct 
that emotional components are present in any 
disease, this concept carries the intrinsic 
danger of diluting the application of psycho- 
somatic tenets to such an extent that some 
of the specific observations which have been 
made in a special group of disorders wili be 
lost. However, the contributions of psychi- 
atry to general medicine should not be mini- 
mized. These contributions are growing and 
are already influencing some of our concepts 
on etiology, organismic behavior, and adapta- 
tion which formerly did not give considera- 
tion to the emotional factors. 

Some of the therapeutic research in this 
field is preoccupied with psychodynamic for- 
mulations and in much of this work we can 
clearly see that there is very little relationship 
per se between the dynamic constellation and 
the physiological function. The meaning of 
the symptoms remains purely psychologic, al- 
though the effect of the stimulation or tension 
is physiologic. If we study the tension pro- 
duction and discharge of the organism we 
find that we are dealing with physiological 
phenomena which relate only in general terms 
to the subjective meaningful experiences of 
the organism. This part of the research is 
usually preoccupied with studying physio- 
logical deviations based on emotional changes 
such as anger, anxiety, and hate. Linkages to 
the more subtle psychodynamic elaborations 
however, are usually difficult to make. There- 
fore, research still continues on parallel lines 
and will so continue until a new methodology 
is evolved which wil’ make it possible to dem- 
onstrate essentially where the junction is 
accomplished between these two mechanisms, 
the symbolic motivational one and the physio- 
logical one. One of the great difficulties here 
is that we do not have adequate measure- 
ments for emotions, The quantity of an emo- 
tion and its discharge toward the periphery 


is very important in producing clinical symp- 
toms. Many of the psychosomatic disorders 
do not become manifest until the emotional 
charge reaches a certain quantity. 

From a therapeutic point of view, many 
problems will have to be examined. To men- 
tion a few: Why is a particular organ selected 
in a psychosomatic condition ? What happens 
if the vegetative nervous system stimulation 
of an organ system is blocked? Will this 
person now develop another psychosomatic 
sickness or another form of neurosis, or will 
he remain cured? Re-examination of the 
contention that certain emotional conflicts 
or psychodynamic constellations are specific 
in affecting a certain organ system is impera- 
tive. Many investigators have grave doubt 
that such correlations exist in a clear cut way. 

In many individuals shifts occur from one 
region of the body’s functional system to an- 
other. These shifts occur under the pressure 
of psychic events and are seemingly random 
displacements. Put, if the results of recent 
investigations are confirmed, it appears that 
they follow well-defined courses. For in- 
stance, shifts from muscle to skin or other 
secretory activity manifest themselves more 
frequently when muscle action is able to be 
activated and then undergoes inhibition, or 
when rage reactions are inhibited and weep- 
ing takes its place as a means of discharging 
tension, 

The alternation between psychotic manifes- 
tations and psychosomatic symptoms is also 
of great interest. It has to be stated, how- 
ever, that many patients have psychotic mani- 
festations and psychosomatic symptoms si- 
multaneously and that this group is most 
likely larger than the group in which the psy- 
chosomatic symptoms alternate with the psy- 
chotic ones. 

Psychiatry, during its development, has 
stressed different aspects of the functions of 
the individual. It started with the investiga- 
tion of the pathology of the nervous system 
and the internal milieu of the organism, and 
later on moved on to investigate the external 
milieu, the social and cultural influences, as 
determinants of human behavior. In the 
future our aim should be to better integrate 
these two aspects of psychic functioning in 
order to evolve a more comprehensive and 
more effective therapy. 
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THE COMMUNITY STAKE IN THE MENTAL HEALTH 
PROGRAM 


JACK R. EWALT, M.D.,? Boston, Mass. 


Before discussing the community stake in 
mental health, I wish to make a plea for per- 
spective in view of the evening’s topic, 
“Maintaining Stability in a World of Ten- 
sions.” 

Strained relations between the Western 
World and Communism produce tensions in 
us. Political and domestic unrest cause con- 
cern. However, for perspective, one need but 
refer to news headlines of approximately 
100 years ago. The front page of the papers 
at that time remind us that Russia and Eng- 
land were at war in the Crimea. Trade rela- 
tions with Japan were featured in the paper, 
and the results recorded in history as Ad- 
miral Perry’s opening the ports of Japan. In 
1857, the Supreme Court rendered a decision 
having profound effect on race relations, now 
known as the Dred Scott case, and the news- 
paper reports state, “that negroes, whether 
slave or free, that is, men of the African 
race, are not citizens of the United States by 
the Constitution.” They also report, “Con- 
gress has no power to enact legislation rela- 
tive to the persons or property of citizens of 
the United States in a Federal territory, 
other than such as the Constitution confers.” 
The March 7, 1857, New York Times, con- 
tains an article in which one of the subhead- 
lines reads, “Aid from Russia to China and 
. Persia” and “Worries About a War in the 
Persian Area,” Other stories reflect grow- 
ing tension between the states, which finally 
led to the War Between the States. Such 
items remind us that tensions are not new 
in the world, nor will we see a time when 
tensions are not present. 

The goal of a Mental Health Program is 
to develop a population with character strong 
enough and resilient enough to adjust to the 
demands of their particular environment, or 
failing to find satisfaction, to take construc- 


1 Read at the Joint Meeting of the Atlantic County 
Society for Mental Hygiene and The American 
Psychiatric Association, Atlantic City, N. J., May 
1955. 

* Commissioner, Department of Mental Health, 
Massachusetts, Clinical Professor of Psychiatry, 
Harvard Medical School. 
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tive steps for improvement. The citizens of 
a community have responsibility for success 
or failure of the program. One cannot dele- 
gate the responsibility for building a stable, 
moral, mature society, to a Child Guidance 
Clinic, a Recreation Program, or a Youth 
Service Commission. 

The behavior of any individual in any 
community is the result of the desires and 
needs of the person, as expressed with the 
resources and demands of the community in 
which he lives. Thus, behavior is a person’s 
solution to the problem of living at that mo- 
ment in the community. Adaptation will be 
more constructive and will improve as the 
individuals within the community become 
more mature, and more understanding of hu- 
man needs, A person developing anxiety 
and discontent in a situation, often attempts 
to solve it by activity. Whether this activity 
is of a constructive or destructive sort or 
shows inconsistent mixtures of both, will de- 
pend in part upon the over-all stability, 
knowledge, and experience of the persons 
participating in community leadership. Rest- 
less, discontented persons, look for a person 
with whom they may identify, persons with 
whom they may feel some emotional inter- 
change, and may as a result of such identifi- 
cations, develop ideas and beliefs that were 
principally determined by the leader. As 
people learn by doing, and as knowledge of 
what is stable and constructive spreads 
through a community, more persons will be 
developed with a capacity for leadership, and 
more persons will be developed with ability 
to select a stable leader to guide them. Thus, 
persons living in a healthy community, will 
tend to work out their problems in a healthy 
way. The reverse is also true. 

One can offer many examples. A simple 
one is: If the social leaders in the commu- 
nity spend all their free time at the club 
drinking and playing bridge, the restless, 
footloose housewife will tend to do the same. 
If the emphasis is on working on community 
campaigns, volunteer work at hospitals or 
schools, literary clubs or golf, the restless 
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person will tend to do the same, to be in- 
cluded as one of the group. The importance 
of general community participation in all 
types of constructive activity cannot be over- 
emphasized. There are many facets to be 
represented by volunteer workers, PTA 
workers, recreational workers, and others. 
We may now profitably limit further discus- 
sion to the specific elements of a community 
mental health service, bearing in mind that 
this is only part of over-all community activ- 
ity, and must be well intergraded with other 
services. We have said, the goal of community 
mental health services is to prepare people for 
living, to promote health. It should aid in 
the development of resilient character among 
the population, so that the vicissitudes of life 
may be handled. It may prevent disease. It 
has specific functions, some of which are: 
(1) The detection of maladjustments or 
emotional crisis, often noted in the behavior 
of children in the classroom or adults at 
work, These early points of tension should 
be observed, and if possible, worked out. 
(2) Consultation with school teachers, guid- 
ance counsellors, school psychologists, physi- 
cians, health nurses, judges, the clergy, and 
other key persons to promote healthy atti- 
tudes in the community, and to improve 
areas in the community that foster discontent 
and tensions. (3) Persons who are develop- 
ing mental or emotional illness should have 
treatment. If their finances are such that 
private physicians may not be used, treat- 
ment should be available in the mental health 
service or clinic. This clinic should be dy- 
namically oriented, should be coordinated 
with the local hospital services, including 
general hospitals and private and state men- 
tal hospitals. 

Service offered by the Mental Health Cen- 
ter varies from skilled psychotherapy to edu- 
cation in general health principles. For ex- 
ample, in a general way they may teach parent 
groups that parents of both sexes should give 
love and guidance to children, and demon- 
strate how a child’s behavior often imitates 
a parent, and at times, a teacher. Teachers, 
social workers, court workers, nurses, the 
clergy, and others, are taught that in their 
ordinary work they can provide the under- 
standing, guidance, and emotional support 
that children need and, in some instances, 
find lacking in the home. There is no at- 


tempt to make psychotherapists of these 
people. We do like to demonstrate, that a 
school teacher, who does her job well, who 
likes children, and who likes teaching, pro- 
vides an excellent medium in which a child 
having difficulties in his personal relations 
at home, can work out many of his problems 
and adjust satisfactorily, without developing 
symptomns. We encourage the school psy- 
chologists to work more closely with the 
teachers, and the teachers to look to the 
school psychologist for guidance. In my 
opinion, a great force for mental health 
would be more training in these principles 
for persons in colleges and universities, what- 
ever major course of study they elect. 
These clinics are basically health opera- 
tions, and the person in charge should be a 
physician well trained in dynamic psychiatry, 
experienced in working with communities, 
and with a definite understanding of his role 
as a therapist. In his role of administrator, 
he seeks consultation from persons trained 
in sociology and business. He will need the 
collaboration of a clinical psychologist, a 
psychiatric social worker, and a person 
trained to work as a health consultant with 
many agencies in the community. In my 
opinion, the clinic must be operated by the 
community. If it does not have its origins 
in the community, it will serve only as an- 
other source of tension within the com- 
munity. Persons at the state level may offer 
advice, consultation, and supervise the more 
professional aspects of the program, but the 
budgeting, the organization, the actual gov- 
erning of the clinic, should be done at a 
local level. In Massachusetts, when a com- 
munity approaches the state Department of 
Mental Health, asking for assistance in es- 
tablishing a clinic or area mental health oper- 
ation, we send a man to the area who is 
skilled in coordinating and surveying com- 
munity resources. He, with responsible per- 
sons in the area, surveys the resources of the 
community. We insist that the clinic be 
operated by a local board with broad com- 
munity representation. We require repre- 
sentation on the board by the school depart- 
ment, a court, a welfare agency, the medical 
society, the clergy, and business. We take no 
hand in the organization of this group, and 
the usual pressure tactics that go on in a 
community are handled by the local group in 
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their own way. The local communities sup- 
ply quarters and the office overhead, includ- 
ing secretarial help and equipment. When 
this is ready we supply the professional team, 
a psychiatrist, a social worker, a clinical 
psychologist, and a mental health consultant. 
The local board, organized by the above 
group, interviews the staff as to personal 
suitability for their particular community. 
We merely supervise the professional com- 
petency of the candidate. The local group 
takes full responsibility for deciding whether 
the office shall be in a local health unit, a 
school administration building, a general 
hospital, or a separate building. We have 
examples of each. The local board deter- 
mines the economic eligibility for admission 
to the clinic and what the charges shall be. 
It collects these fees and spends the money 
for expanding clinical services. It han- 
dles all the innumerable local problems of 
public education and interpretation of the 
clinic to the people in that community. This 
may seem the hard way to do it, but I believe 
that a clinic must belong to the community 
to operate effectively. When we find a pri- 
vate clinic operating in an area, we do not 
set up in competition, except in the metro- 
politan areas where added services are 
needed. Where needed, we augment the 
services of the private clinic by assignment 
of personnel, or by assigning available fed- 
eral funds. I would like to emphasize that 
the program must have its roots in the homes 
of the community to be effective. It must 
grow within the area, and the state’s role 
must be that of encouraging, consulting, and 
augmenting resources. 

The community should feel responsibility 
for its local mental hospitals. This can be 
accomplished by working on volunteer pro- 
grams, serving on the board of visitors, by 
being familiar with the activities within the 
hospital, helping the rehabilitation service 
find suitable jobs for patients recovering, and 
interpreting the functions of the hospital to 
the other people in the community and to 
the members of the legislature. The com- 
munity should insist that legislators from 
their area be familiar with all of the health 
resources in the community, their various 
needs, and possibilities of improvement. 

The public generally fails to realize the 
serious and complicated problem posed by 


our present system of mental hospitals. They 
are familiar enough with the fact that the 
hospitals are old, overcrowded, short of help, 
and expensive to operate. The more consci- 
entious citizen has feelings of guilt because 
he has taken little interest in the hospitals. 
He shuts his eyes and will not look over the 
walls to see what goes on inside. Attempts 
to break down the walls and interest the 
public in the hospital, and intergrade the 
functions of the hospital in community af- 
fairs, has resulted in anxiety and a moderate 
degree of success. Persons informed know 
that much remains to be done. It is glibly 
assumed, that training additional people and 
supplying additional sums of money would 
solve this problem, and seldom do people 
making such statements bother to figure 
what actualities are involved. The economic 
picture alone is discouraging, although per- 
haps not insurmountable. For example, in 
Massachusetts, if we raised our average daily 
cost to $18 per day, which is the approxi- 
mate cost of the operation of our Boston 
Psychopathic Hospital, the full operative ex- 
penses of our department would be more 
than $200,000,000 per year. When one con- 
siders the total state budget for Massachu- 
setts is $287,000,000 per year, it becomes 
obvious that to increase the bill for mental 
health this much, would result in serious dis- 
locations in the total tax and economic struc- 
ture of the state. Perhaps this could be 
borne, perhaps not, I am not a fiscal expert. 
However, it is obvious that it could not be 
approached lightly, and the competition of 
industry with low tax areas would be seri- 
ously handicapped. If such course was 
projected on to a nation-wide framework, 
the total cost would be something in excess 
of $400,000,000. This is only a little more 
than our foreign aid program and perhaps 
could be borne. When, however, one con- 
siders that money helps only when the money 
can be constructively spent, we are led to 
the problem of availability of trained per- 
sonnel. Here, the picture gets grim. All 
of us blithely recommend the training of ad- 
ditional physicians, nurses, psychologists, 
and social workers, However, persons who 
are experts in manpower, tell us that the de- 
mand for trained professional persons in 
these fields, in addition to demands in engi- 
neering, physics, and business, exceeds the 
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persons available with sufficient intellectual 
and emotional capacity to participate in these 
programs, in either the training or opera- 
tional phase. Additional trainees must be de- 
veloped from “the unused reserve” by the 
educational facilities below college level. In 
our own Psychopathic Hospital, the ratio of 
physicians to patients is about 1 in 5. This 
provides for the intensive treatment of every 
patient coming there, for the operation of a 
large outpatient department, and for the 
participation in active research and teaching 
of every member of the staff. If I projected 
this staffing pattern on to my entire system 
of hospitals and schools, the entire member- 
ship of The American Psychiatric Associa- 
tion would nicely fill my needs, with 2,000 
left for New Jersey. Such unpleasant specu- 
lation makes it imperative that our efforts be 
broadened, in addition to the present ones 
of attempting to increase the numbers of 
trained personnel, and to increase our ap- 
propriations for the operation of these hospi- 
tals. Certainly these efforts must continue 
unabated and be expanded wherever possi- 
ble. In addition, however, the time has ar- 
rived when we must begin to participate in 
some serious re-examination of the whole 
concept of the mental hospital, and of our 
present concept of the best way of treating 
these patients. Much thought has gone into 
this subject in many areas, and much radical 
experimentation is necessary. 

In Massachusetts, our state hospitals, 
especially the Boston Psychopathic, Boston 
State and Metropolitan, are involved in re- 
search of this type. 

We know that intensive outpatient ther- 
apy, with provision for good social service 
supervision, can keep many psychotic pa- 
tients out of hospitals during the entire 
period of treatment. We know that a flexi- 
ble “day hospital” plan, a “night hospital” 
plan and a good rehabilitation program, can 
care for many other patients after a brief 
initial stay in the hospital. It is our impres- 
sion that relapses are less frequent in patients 
who receive most of their therapy while they 
live in the community, and come to the hos- 
pital daily for treatment. We believe that 
attention to the hospital environment, with 
involvement of the paramedical personnel in 
group therapy and in therapeutic ward en- 
vironment manipulation, can do much with 


both acute and chronic patients. Special at- 
tention to geriatric cases reduces nursing 
care required, and permits many to return 
to the community, although few become self- 
supporting. We know we are sending more 
patients home, and many of those remaining 
are less disturbed, and hence, easier to care 
for. We have hopes that reserpine and 
chlorpromazine will make disturbed patients 
even more accessible to psychotherapy and 
the ward manipulation techniques. This all 
costs money, but we are not accumulating 
patients in our mental hospitals in Massa- 
chusetts, in spite of the fact that we have 
many geriatric patients entering, and that 
our admissions increase each year. 

This is not the forum for lengthy discus- 
sion of these topics. It is the responsibility of 
the citizens of the community to understand 
the need for such experimentation, and to 
lend it their physical and moral support as it 
is undertaken by their various state officials. 
It is conceivable that new methods may be 
developed for the care of the seriously men- 
tally ill, and for those cases requiring con- 
tinued treatment, that would be much more 
effective and much less demanding, in terms 
of highly skilled professional personnel. One 
cannot sensibly envision a program that 
would not be under the direction of medically 
psychiatrically trained persons, but it is pos- 
sible to conceive of programs making a 
higher and more effective utilization of less 
skilled persons in many activities from which 
they are now excluded. 

It is my opinion that persons participating 
actively in community affairs and taking an 
active interest in constructively promoting 
them, will in this very activity contribute 
substantially to their own mental health and 
stability. A community actively working at 
promoting and operating worthwhile proj- 
ects, will be a community as free of serious 
tensions as is possible to achieve in this 
world. The petty quarrels and “politicking” 
over the minor details of operation of the 
projects, provide an excellent outlet for ac- 
cumulated hostilities. Mental health for a 
person or a community cannot be achieved 
by founding a clinic or a recreation program. 
Mental health for a person and a community 
can be achieved by living in a mature, toler- 
ant way, and by working off excess energies 
in constructive work or harmless hobbies. 
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A NORMATIVE SOCIAL ADJUSTMENT SCALE 


PAUL BARRABEE, Pu.D., EDNA L. BARRABEE, M.5., Boston, Mass.; ano 
JACOB E. FINESINGER M.D., Mo. 


The need for a standardized, workable 
method of evaluating the results of psycho- 
therapy and social casework has been ex- 
pressed by many clinicians, Our interest in 
this field developed while 2 of the present 
authors were engaged in a study of “Evalua- 
tion of Psychotherapy”(36) at the Massa- 
chusetts General Hospital. At that time a 
survey of the literature dealing with the re- 
sults of psychotherapy revealed that there 
were certain areas that were almost always 
considered for evaluation. Although handled 
in a variety of ways, they could be catego- 
rized as personality integration, physical and 
mental symptomatology, and social adjust- 
ment, Our interests lay in developing a 
system of evaluating those data which we 
considered to be pertinent only to the assess- 
ment of social adjustment, and we turned our 
attention over the past 2 years to the formu- 
lation of a scale to measure social adjust- 
ment. 


The contributions of Meisels (34), Masser- 


man and Carmichael(31), Reusch(41), 
Bowler and Bloodgard(3), Roe and Burke 
(40), Hunt(23), Blenkner(2), Cabot(g), 
Glueck(6), Heckman and Stone(18), Hoch 
(19), Horst(22), Mudd(38) and others 
were very helpful. However, our approach 
was: (1) to define social adjustment with 
more precision and closure; (2) to use a 
theoretical scheme which could provide the 
framework for an integrated approach; 
(3) to select the behavior to be observed for 
evaluation within that framework and not 
on an ad hoc basis; (4) to provide a scale 
with explicit norms and criteria of devia- 
tion from those norms in terms of inde- 
pendent variables; (5) to determine the 
method of application of the scale; (6) to 
differentiate between levels of adjustment 
and movement between levels. 


DEFINITION OF SOCIAL ADJUSTMENT 


The term social adjustment can be con- 
sidered as either a “process” or an “‘evalua- 
tion.” As a process, social adjustment is a 
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dynamic concept that includes both doing 
and feeling. It is the ongoing activity by 
which a person attempts to satisfy his needs 
in terms of his roles in his position in society. 

When the term is considered as an evalua- 
tion, it deals with how well the process of 
social adjustment is accomplished. Since any 
evaluation necessarily implies the existence 
of norms, in this case the norms become the 
standards of performance and attitudes 
which are included in patterns of expected 
behavior as determined by the society. Thus, 
for our purposes, the term social adjustment 
can be defined as the degree to which a per- 
son fulfills the normative social expectations 
of behavior that constitute his roles. 

This definition is derived from a definite 
theory of social action( 38). We shall discuss 
this theory briefly in view of its importance 
in the formulation of the above definition, in 
the selection and categorization of data, and 
in the method of evaluating those data. 


THEORETICAL SCHEME 


While it would seem possible for a person 
to satisfy his needs in an infinite variety of 
ways limited in number and kind only by 
the restrictions imposed by his own capaci- 
ties and by the physical environment, this is 
not the case. The individual lives in an on- 
going society which has certain needs that 
must be satisfied if it is to continue its exist- 
ence. To accomplish this, society “institu- 
tionalizes” the goals of its members, 4.¢., 
certain ways of doing things are made legiti- 
mate, and these stabilized patterns of be- 
havior subsume both the needs of the society 
and the needs of its members. Because they 
are legitimate, the members of the society are 
expected to behave according to the patterns 
that society presents to them. Conformity is 
enforced by both the individual’s own posi- 
tive motives to conform and by the sanctions 
imposed by others. 

Every individual by virtue of his position 
in his society has various statuses that belong 
to him and that are defined by rights and 
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obligations which include both performance 
and attitudes toward that performance. The 
rights and obligations pertinent to each status 
of an individual determine what society can 
legitimately expect of him. On the one hand, 
they determine the standard against which 
his actual behavior is measured. On the 
other hand, they determine what legitimate 
alternatives of behavior the normal indi- 
vidual can choose in order to satisfy his 
needs. 

One way of perceiving the relationship be- 
tween the individual and his statuses is to 
observe how he plays his roles. The role 
is the dynamic link between the individual 
and his status. It is the performance of those 
rights and duties that define the status. The 
action necessary to the execution of patterns 
of expected behavior constitutes the enact- 
ment of the role and links the subsystem of 
the actor as a psychological behaving entity 
to the distinctively social structure compris- 
ing the legitimately stabilized patterns of 
expected behavior. The patterns of social 
expectations have 2 factors as major foci: 
performance and affect. Performance is the 
objective factor and deals with the observa- 
ble enactment of the role. Affect is the sub- 
jective factor and deals with the attitudes 
a person has toward his performance of a 
role. Affect is logically related to the per- 
formance of roles because a person neces- 
sarily would be expected to derive satisfac- 
tion in the performance of his role and 
accordingly to have some feeling about his 
role performance. Therefore, a complete 
evaluation must include both performance 
and affect. However, a person might have 
positive affect regarding a relatively poor 
performance and vice versa. This happens 
because each person with his unique per- 
sonality differs from others in his needs. We 
modify the total evaluation of role adjust- 
ment by allowing for such variations in indi- 
vidual needs in the degree to which affect 
is an important factor in the expectations of 
a role. 

We see the individual as an actor in a 
situation composed of means, ends, condi- 
tions, norms, and needs. We assume that 
the normal person will rationally choose 
means and ends to satisfy his needs accord- 
ing to the norms that society has taught him 


to be legitimate. Of course, there is always 
the possibility of a person perceiving the nor- 
mal expectations of his roles differently than 
does his society. This could result in the 
same sort of deviant behavior as though he 
were incapable, for some reason, of fulfilling 
those expectations even though he perceived 
them in a manner congruent with the rest of 
his society. However, reasons why an indi- 
vidual misperceives or is unable to perform 
legitimate expectations are not our concern 
here. For the purpose of our scale, we are in- 
terested in how a person behaves and feels 
rather than in what causes him to behave and 
feel as he does. Personality, mental condi- 
tion, physical health, external environmental 
conditions and the like are important in 
understanding the dynamic etiology of social 
adjustment, but are pertinent to the assess- 
ment of the social adjustment itself only in- 
sofar as an individual relates those conditions 
to his behavior and attitudes as instruments 
for their expression. 


AREAS OF BEHAVIOR TO BE EVALUATED 


The patterns of expected behavior perti- 
nent to a given individual will depend upon 
his statuses and, accordingly, upon what 
roles he is expected to play. This presents a 
problem in that the roles of any person tend 
to merge and form a unified picture of what 
is expected of him. Fortunately, statuses 
tend to cluster into “institutions” which are 
internally related subsystems of social action, 
and the roles of an individual can be ex- 
tracted from such institutions. For our scale, 
it was necessary to select those institutions 
that are comprehensive enough to include a 
significant portion of a person’s total social 
activity that would be adequately representa- 
tive of his social adjustment. The ones we 
selected, and which we call “areas,” are Em- 
ployment, Economics, Family Life, and 
Community. 

Independent Variables —Once the areas 
were selected, each was studied to determine 
its component independent variables, the sum 
of which were really the operational defini- 
tion of the area. The literature was reviewed 
and experts consulted in order to select 
within éach area those significant elements 
of the role expectations that seemed to be 
independent variables. 
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The following is a list of independent vari- 
ables for each area: 


Employment 

A. Job Hours 

B. Regularity of Work 

C. Job Changes 

D. Interpersonal Relationships 

E. Affect 
Economics 

A. Financial Status 

B. Affect 
Family Life 

A. Family of Procreation 

1. Marital Adjustment 
a. Concordance 
b, Love 
c. Sexual Adjustment 
(1) Frequency of Intercourse 
(2) Orgasm 
(3) Enjoyment 
(4) Affect 
2. Parent-Child Relationship 
a. Contention or Difficulties in Management 
b. Affection Toward Child 
c. Affect 
3. Performance of Home Responsibility 
a. Extent 
(1) Personal Self Care 
(2) Child Care 
(3) Household Care 
b. Affect 
B. Family of Orientation 
1. Parental Adjustment 
a. Nature of Relationship 
b. Affection Toward Parents 
c. Affect 
2. Sibling Adjustment 
a. Nature of Relationship 
b. Affect 
Community 
A. Sociability 
1. Number of Friends 
2. Degree of Socializing with Friends or 
Relatives 
3. Affect 
B. Activity 
1, Use of Community Facilities and/or Par- 
ticipation in Community Organizations 
2. Affect 

Norms.—For each independent variable 
there is an ideal norm. A person who fulfills 
the ideal expectations of all the independent 
variables within a given area of social ac- 
tivity would have an excellent social adjust- 
ment in that area. 

We recognize that the determination of 
norms in the social area of behavior is an 
extremely difficult task. Nevertheless, we 
have attempted to establish norms because 
we are convinced that they are constantly 
being used implicitly wherever evaluations 


are made in social studies. Therefore, in 
spite of the difficulties, it is most desirable 
to make explicit wherever possible that 
which is implicit if evaluation of social be- 
havior is to be put on a scientific footing. 

Norms used in our scale were derived 
from available studies of social scientists ;* 
and from our own experience. We selected 
norms believed to be broad enough to be ap- 
plicable to most persons in American urban 
society and yet specific enough to have some 
discriminatory value. We constantly revised 
the norms in accordance with new informa- 
tion from several hundred interviews that 
took place after the construction of the scale 
began. The norms we have selected undoubt- 
edly are distorted insofar as they reflect our 
personal biases and ignorance. However, we 
see them as a first step toward a standardiza- 
tion that is still subject to revision. 

There are 2 kinds of norms, the “ideal,” 
or what we know we ought to do, and the 
“real” one, or what most persons actually 
do. In a society as large and complex as 
ours, there are considerable differences in 
real norms. Yet the media of radio, news- 
papers, movies, and television contribute to 
the establishment of “ideal” norms that are 
quite homogeneous in all sections of the 
country. Some “ideal” and “real” norms 
practically coincide. Others differ consider- 
ably. In all cases, however, we have used the 
“ideal” norm as the standard for a “very 
satisfactory” social adjustment. 

The ideal norms for each area are as 
follows : 


Employment: To work regularly at a full-time 
job; to change jobs only for improvement; to main- 
tain harmonious relations with boss and co-workers 
and to have positive affect toward all factors re- 
lating to the job. 

Economics: To be sufficiently independent finan- 
cially to afford some luxuries and savings and to 
be satisfied with one’s economic status. 

Family Life: In the relationship with one’s spouse, 
to have high consensus, little contention, deep love, 
and a good sexual adjustment; with one’s children, 
to have little contention or difficulty in manage- 
ment and deep affection; in the performance of 
home responsibility, to function well and efficiently 
in personal self-care, child-care and household care ; 
to have a harmonious relationship with parents with 
deep affection; to have a harmonious relationship 
with siblings; to have a positive affect over all the 
above relationships. 


15, 8, 11, 14, 15, 26, 30, 32, 33, 43, 44, 45. 


ad 
$ 
i 


1955] 


P. BARRABEEF, E. L. BARRABEE AND J. E, FINESINGER 


255 


Community : To have many friends, to visit them 
often; to use community facilities, and/or to par- 
ticipate in community organizations ; to have a posi- 
tive affect over the above relationships. 

Deviant Behavior.—It is axiomatic that 
rarely will 2 persons present exactly the 
same configuration of social behavior except 
where individuals conform to all the ideal 
norms. Accordingly, it is assumed that there 
is always the probability of behavior that 
deviates from the ideal norm, and provision 
must be made for each individual to have his 
own configuration of adjustment predicated 
upon the degree to which he deviates from 
each norm in his total social adjustment. 

The greater the deviation, the less permis- 
sible it becomes, and the poorer is the social 
adjustment. Also, the rate at which deviant 
behavior becomes less permissible will vary 
with each independent variable. In order to 
scale degrees of deviation, to impose quanti- 
tative assessments upon deviant behavior, it 
is necessary to equate descriptive kinds of 
deviant behavior with corresponding evalua- 
tive terms arranged upon a continuum of 
equidistant units for each independent 
variable. 

Within a given independent variable, de- 
scriptions of behavior are made that cover 
the range from ideal behavior to a deviant 
behavior that is markedly unacceptable from 
a social point of view. A number beside each 
description of behavior corresponds to the 
basic linear scale of 5 points which represents 
an evaluation on a continuum from excellent 
to very poor, 

Secause the relative importance of the 
independent variable varies, the whole num- 
bers are weighted and then averaged to give 
a score for a more extensive segment of 
social activity. In some areas, the combined 
scores of a subarea are again averaged with 
combined scores of other subareas to give a 
score for the total area. When this is the 
case, the combined scores are also weighted 
to reflect their relative importance. 

Our choice of weights was predicated upon 
our understanding of social expectations. 
For example, in Employment, performance 
is given more weight than affect, and the 
opposite is true in Family Life. 

When the score for a major area is finally 
obtained, we make no attempt to judge the 
relative importance of the 4 major areas 


themselves. A single, synthesized, total ad- 
justment score is apt to be misleading, and 
we suggest that it is much more meaningful 
to present the social adjustment rating of a 
person in the form of a profile of the separate 
scores for each of the major areas. 


CASE ILLUSTRATION 


The following case shows the relationships 
of actual clinical situations with scores ac- 
cording to this scale. For the sake of brevity, 
only the final scores of the more important 
areas are given. A sample page of the <cale 
and score sheet covering the Employment 
area is offered along with the pertinent 
scores in order to demonstrate the details of 
how the final score for that area as 
obtained : 


N. L., a 42-year-old man, married 18 years, is 
short, slightly built, and unprepossessing, although 
neat appearing. He was eager to cooperate during 
the interview. 

He has been working for the past 10 years in an 
industrial plant. For the past 2 years he has been 
holding the job of janitor which represents a demo- 
tion from a better job on a regular shift. During 
the past 12 months, not only was he away from the 
job for 11 weeks, but also he was able to work only 
30 hours of a normal 4o-hour week. He dislikes 
his job. “I hate the title. I don’t want to be a 
janitor.” He doesn’t get along with his co-workers, 
is extremely inefficient and “I have to fight to make 
myself go to work.” 

He has been earning between 30 and 4o dollars a 
week. He is unable to save money. He has been 
forced to allow his house, which belongs to his wife, 
to fall into complete disrepair and to have his family 
do without many necessities. The decrease in in- 
come brought about by his demotion has made him 
“panicky about finances.” He does have a few 
dollars in the bank, saved when he earned more, be- 
cause “I was always stingy,” but he is afraid to 
use the money. 

His relationship with his wife is almost a com- 
plete discord. The principal areas of contention 
are the general discrepancies and attitudes between 
them, since she is as untidy and casual as he is tense 
and obsessional about neatness. Also, there is dis- 
sension over the management of the children and 
finances. Occasionally, he feels some affection for 
his wife but most often repugnance. Previous in- 
tense sexual difficulties have subsided, although he 
is still disturbed, and he experiences ejaculatio 
praecox. This is the most positive area of their re- 
lationship. 

His relationship with his 3 children is wretched. 
The children are tense, fearful, and have neurotic 
symptoms. “I never wanted a family,” he states 
frankly. 

His parents are dead, and he feels close to only 
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one of his siblings who lives in Canada. At home 
his performance in caring for himself, the children, 
and the household tasks is poor. “Everything is 
tangled up in me, and I can’t get anything done.” 
For example, it takes him over an hour to shave. 

Mr, L. has absolutely no friends, and he belongs 
to no clubs or organizations. He refused to allow 
the children to bring their friends to the house, 
presumably because he is so ashamed of his home, 
but “every year it’s getting worse and worse, my 
wanting to be by myself.” He would prefer to have 
people like him, and he is unhappy that he is too un- 
comfortable to permit social relations with others. 


SCORING OF EMPLOYMENT AREA 


I. Employment 
A. Job Hours 

5. Full time (40-hour week) 

4. 4 time 

3. 4 time or sheltered full time 

2. 4 time or sheltered part time 

1. Unemployed 

. Regularity of Work 

5. Steady (no time off except paid 
vacation or up to 4 weeks for any 
reason) 

4. Steady (accumulated time out of 
or more than 4 weeks but less 
than 8 weeks) 

3. Steady with accumulated time out 
8 to 12 weeks 

2. Extended periods of time out from 
3 to 6 months 

1. Very extended periods of time out 


over 6 months 


. Job Changes 
5. No change or change for better job 
4. Changes for equal jobs (up to 2 
per year) 
3. Changes for equal job (over 2 per 
year) or a change for a poorer 


job 

2. Changes for poorer job (up to 3 
per year) 

1. Many changes for poorer job (over 
3 per year) 

. Interpersonal Relationships 

5. Harmonious relations with boss 
and co-workers 

4. Harmonious relations with boss 
and most co-workers 


CHECK LIST OF AREAS 


Regularity of work 

Job changes 

Interpersonal relationships. — 

Type of work 

Physical working condi- 
tions 


Use of ability 
Achievement 


SCORE SHEET 


. Employment 


Score} X 
5 


3 
5 
3 


Ill. Family Life 


Family of Procreation 
Marital Adjustment 
Parent-child Adjustment 
Performance of Home Duties 
Family of Orientation 


Parental Adjustment ......... 


| REE 


E. 


3. Harmonious relations with boss 
and few co-workers or discordant 
relations with boss and harmo- 
nious relations with most co- 
workers 


2. Discordant relations with boss and , 


few co-workers 

1. Discurdant relations with boss and 
most co-workers 

Affect (toward job as a whole) 

5. Very satisfied 

4. Satisfied 

3. Neutral 

2. Dissatisfied 

1. Very dissatisfied 


According to the above scoring, Mr. L. had a fair 
employment adjustment. His economic adjustment 
was somewhat less than barely adequate. His ad- 
justment in the total family life area was poor, 
and his community adjustment was very unsatis- 
factory. 


ADMINISTRATION OF THE SCALE 


The information to which the scale is ap- 
plied is obtained by interview. It is not to be 
given as a question-answer test or as a self- 
administered test. The interview is struc- 
tured, in general, according to the subject 
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matter of the areas, but the subject is allowed 
freedom in discussing the topics. When, as 
usually happens, associations lead the subject 
to jump from one area to another, the inter- 
viewer permits him to do so and interrupts 
only to offer reassurance, to reflect, to clarify 
a point, or to inject leading and short ques- 
tions when items are skipped or if the sub- 
ject has really covered the area but is blocked 
from moving on. The scale format is kept 
in full view of the subject, and appropriate 
checks as well as any additional notes are 
made on it during the interview. 

In the interview the areas should be pre- 
sented in the same order as they are in the 
scale. As the Employment and Community 
areas are usually less threatening to discuss 
than interpersonal relationships in the 
Family Life area, the subject is less apt to 
be blocked at the beginning of the interview, 
and should the Family Life area be disturb- 
ing to discuss, the interview ends in a less 
emotionally charged area. The scale usually 
can be covered in approximately one hour. 

Of prime importance is the preparation of 
the subject for the interview. The signifi- 
cance of the scale in the context of the par- 
ticular use to which it is being put should 
be explained to him. If he is well prepare.|, 
there is no reason to expect resistance. ln 
experience the subjects expressed great in- 
terest in the scale and satisfaction in “taking 
stock” of themselves in this fashion. 

It is most desirable that the interviewer 
have previous training in the technique of 
structured interviewing and be specifically 
trained in the administration of the scale. In 
respect to the latter, a manual of instructions 
is now being prepared. 

There is a score sheet accompanying the 
scale, When the interview is concluded, the 
ratings are transferred to the score sheet, 
and the subsequent calculations leading to 
final scores take about 10 minutes. 


APPLICATION OF THE SCALE 


Important in the application of the scale 
is a clear understanding of the difference 
between an “adjustment” score and a rating 
of “improvement.” In this matter, the ele- 
ment of time is important. The level of ad- 
justment represents the “social equilibrium” 


of a person at the time of the rating, and it 
is based upon a fixed period preceding the 
interview. This period must be long enough 
to be representative of the individual's be- 
havior and short enough to be indicative of 
the particular period under consideration. A 
level of adjustment can be compared with a 
time exposure on a camera where the shutter 
is kept open only long enough to allow in 
sufficient light to make a legible, meaningful 
picture of what the subject is like at the time 
the picture is taken. What the length of time 
should be when applying the scale depends 
upon the nature of the particular research 
project. 

Improvement implies change and move- 
ment between periods in a given direction. 
When a person’s social adjustment improves 
or becomes worse he moves from one level 
of adjustment to another. The greater the 
movement, the greater the improvement or 
impairment. It is undesirable to compare the 
degrees of improvement between 2 persons 
without reference to their initial levels of 
adjustment. Were 2 persons to have differ- 
ent initial levels of adjustment, even with the 
same degree of improvement, it is possible 
for them to be on different final levels of ad- 
justment. We suggest that degree of im- 
provement or impairment be measured 
simply by comparing levels of adjustment for 
a given individual at different periods, de- 
pending upon the nature of the research. A 
movement of one level to the next, above or 
below, can be called “improved” or “im- 
paired” respectively, and a movement of 2 
or more levels “much improved” or “much 
impaired.” No movement would mean “no 
change.” 

We have not rigorously tested this scale 
for validity and reliability. However, the 
best test of validity we have to date is a study 
done at the Massachusetts General Hospital 
that included the assessment of the social 
adjustment of 50 coronary patients and 
50 normal controls(37). In this study 
there were essential agreements between the 
psychiatric social worker who scored the 
social adjustment of the subjects by the use 
of this scale and the psychiatrist who used 
his clinical judgment. We plan to subject 
the scale to rigid tests for reliability ; how- 
ever, recent informal ratings by different per- 
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sons using this scale on the same protocols 
have shown considerable reliability. 

This scale is not a test. It is rather a sys- 
tematized way of recording and assessing 
clinical impressions. There is a certain kind 
of criticism that can be leveled at scales of 
this type; namely, that there are opportuni- 
ties for error in both the source of the in- 
formation and the judgment of it. Although 
certain information is reasonably reliable, 
such as the length of time a man has kept 
his job, some is subject to error in that it 
represents his own opinion. Further, assum- 
ing the subject is not lying intentionally, his 
unconscious efforts to protect his ego might 
well distort his perception of what he hon- 
estly believes to be the truth. Finally, there 
is the bias that is inherent in the judgment 
of the interviewer. 

We do not scoff at these criticisms, but 
have a practical reply: It is manifestly im- 
possible, to paraphrase Terman and Wal- 
lin(42), to resort to psychoanalysis or pro- 
longed clinical study to get at ultimate truth 
and unconscious mechanisms, but that this is 
so is no excuse for not doing the best one can 
to develop an instrument that will do a better 
job than would result from unsystematic and 
unstandardized methods. 
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ARMY PSYCHIATRY IN KOREA FOLLOWING THE CEASE 
FIRE AGREEMENT ' 


A Eva.uation or 149 Psycuiatric PATIENTS FROM THE 
INFANTRY Division 


GEORGE H. KLUMPNER, M.D.,? Oak Park, 


When the fighting ended with the Korean 
cease fire agreement in July 1953, the strug- 
gle to maintain the morale of the troops be- 
came increasingly important. The aggression 
that had been directed toward the enemy was 
transformed into irritability, restlessness, 
and bitterness about being away from home. 
The division psychiatrists began seeing pa- 
tients with these and other difficulties rather 
than those with combat exhaustion whom 
they had seen a few months before. The 
earlier philosophy of maintaining neurotics 
and even some of the psychotics on a full- 
duty status was continued. This paper de- 
scribes some of the results of that philosophy. 

During the 6-month period from Septem- 
ber 1953 through February 1954 the neuro- 
psychiatric section, 3rd Infantry Division, 


evaluated 302 patients. This paper will pre- 
sent the results of a follow-up investigation 
of the 149 American soldiers from the 3rd 
Division. The 153 patients not included in 
this study were from units outside the Divi- 
sion and complete follow-up data were not 
available. 


METHOD 


Follow-up data were obtained in most 
cases by going directly to the unit and per- 
sonally contacting the patient’s company 
commander, In some units the battalion sur- 
geon collected the data. The information 
was obtained from the commanding officer, 
platoon leader, or the first sergeant, whoever 
was best acquainted with the man’s per- 
formance of duty. 

Information was gathered during the first 


1 This paper would not have been possible without 
the assistance of the following psychiatric tech- 
nicians: Cpl. Thomas Dish, Pfcs. Joseph Spanyer, 
Robert Robertson, and Delno Hohman, and Pvts. 
Bruce Cowan and Richard Flynn, 2/Lt. Herbert 
Sprigle, MSC, assisted in gathering the data. 

* Division psychiatrist, 3rd Infantry Division, 
Korea, September 1953—July 1954. 
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2 weeks of April 1954 regarding the duty 
status of the individual at that time. Seventy- 
five percent of the patients were either on 
duty or had rotated from Korea. Each of the 
men in these 2 groups was rated by his unit 
command as to the adequacy of his duty: 
excellent, good, adequate, poor, or intolerable. 

Information was also obtained regarding 
promotions or reductions in rank ; the pres- 
ence of nervousness, physical complaints, or 
behavior difficulties ; and the number of days 
absent from duty because of hospitalization, 
light duty slips, or other medical reasons. 

In the case of men no longer on duty in 
the unit, who had rotated from Korea, been 
discharged from the army, or sent to the 
stockade, we obtained the date of the change 
in status, the regulation authorizing the 
change, and the orders responsible for it. 

The battalion surgeon in each instance 
commented on the individual’s adjustment, 
the number of times on sick call, the reasons 
for these visits, and the findings. The bat- 
talion surgeon also gave an estimate of the 
reliability of the comments and ratings made 
by the commanders. 

When a man had been transferred to an- 
other organization the above procedures 
were also completed at the new organization. 

After the data had been gathered, it was 
apparent that the ratings given by the com- 
manders nicely summarized the information 
in general. Consequently much of this study 
is concerned with a consideration of these 


ratings. 


VALIDITY OF RATINGS 


There seemed to be relatively little differ- 
ence among the 3 groups rated adequate, 
good, and excellent, and in most of the study 
they have been combined into one group hav- 
ing performed duty “adequately or better.” 

The groups rated “poor” and “intolerable” 
have also been combined. They presented 
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serious problems to their commanders who 
stated that these men “cannot be depended 
upon ... refuse to work . . . disobey or- 
ders.” The majority of the men in the 
“poor” category have been disciplinary prob- 
lems for command. In the accompanying 
figures, this group is represented by the 
cross-hatched areas. 

About 10% of the ratings were found to 
deviate by one rating category from the 
added comments of the commanding officer. 
Ten men appear to have been overrated, 4 
underrated, and 2 who were rated as per- 
forming adequately actually made marginal 
adjustments due to their limited capacities, 
i.e., the duty they performed was adequate 
only for them. One man was rated poor pri- 
marily because of enuresis ; however, his ac- 
tual performance of duty was adequate. 
These discrepancies have been indicated in 
Fig. 1 by the question mark and the arrows 
that appear below the dotted lines. 

It is possible that some commanders might 
not have felt free to reveal the actual situa- 
tion regarding an individual’s performance 
of duty, or they may have replied in terms 
they felt would be pleasing to the author. 
From the actual data and from conversations 
with commanders and battalion surgeons, I 
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NUMBER OF PATIENTS 


4 3 


do not think this distortion has significantly 
affected the findings. 

Another factor that might be expected to 
have an effect on the validity of the ratings 
is the time that elapsed between the patient’s 
visit and the date of his change in status 
or the follow-up. The effectiveness of duty 
of men followed for a longer time was no 
poorer than the performance of those fol- 
lowed only a few months. There was no sig- 
nificant difference between the 50 patients 
followed 3 months or less, at the 5% level of 
confidence by the Chi square method, and 
the 65 with longer follow-up. 

The adequacy of duty as determined by 
follow-up was also related to age, length of 
service, component, length of time in Korea, 
and date of consultation. There were no 
significant correlations. 

Eighty-one percent of the population were 
either privates or privates first class. The 
incidence of poor performance was much 
greater among these 2 ranks. 


GENERAL RESULTS 


Table 1A contains a summary of the rat- 
ings given by the unit commanders as well 
as the duty status of the individual at the 
time of the follow-up evaluation. 


é 


ADEQUACY OF DUTY AS RATED BY COMPANY 
COMMANDERS FOR PATIENTS ON OUTY OF 
ROTATED FROM KOREA AT THE TIME OF 
FOLLOW - UP. 


AOMINISTRATIVE SEPARATIONS 


Fic. 1.—Distribution of Ratings and Duty Status from Follow-up Data. 
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Twenty-five percent of the patients in the 
study had been either medically or admin- 
istratively separated from service or sent to 
the stockade at the time of the follow-up 
evaluation. At first glance this loss of 25% 
of the population suggests a very poor result. 
Study of the individual cases, however, re- 
veals that almost all of these were in the 
process of being separated at the time of the 
consultation and thus do not actually repre- 
sent failures. 

The 9 psychotics were evacuated to Japan. 
All patients who received administrative dis- 
charges were referred with a request that 
medical clearance be given for some form of 
discharge. Ten of the 12 patients in the 
stockade at the time of follow-up were in 
some form of administrative difficulties at 
the time of consultation. 

In table 1B the data are re-evaluated in 
terms of the 117 patients returned to duty 
who might reasonably have been expected 
to continue on a duty status. Of this group 
only 5% were no longer on a duty status at 
the time of follow-up evaluation. Five were 
in the stockade and are considered “failures” 
though 3 of them had been certified for ad- 
ministrative separation. The sixth patient 
was evacuated through medical channels with 
a nonpsychiatric diagnosis 6 weeks after he 
was seen. This evacuation appears to have 
been for the same reason as the psychiatric 
referral and probably represents a by-passing 
of psychiatric facilities rather than a new 
disease entity. This man had been in Korea 
17 days at the time of psychiatric consulta- 
tion. 

Seventy-seven percent of the patients not 
in the process of separation at the time of 
consultation performed duty “adequately or 
better” following psychiatric consultation. 
Fourteen percent were rated “poor”; 5% 
were not rated. Thus, 19% (patients rated 
“poor” and those in either medical channels 
or the stockade) must be considered as 
“failures.” 

Evaluation of Failures—-Of the 22 pa- 
tients who failed, 13 were described by their 
commanders as poor soldiers prior to psychi- 
atric evaluation and 9 of these had been cer- 
tified for administrative separation. Three 
were expected to do poorly but were re- 
turned to duty as they had only a few weeks 


remaining in the tour and it was felt that 
they could stay out of serious trouble during 
that time. Of the remaining 10 cases in 
which poor duty was reported, it was felt at 
the time of consultation that 4 would func- 
tion adequately upon return to duty, and that 
3 would probably do poorly. No opinion was 
recorded regarding the other 3. 

Evaluation of Patients Given Clearance for 
Discharge for Unfitness (AR 615-368) .— 
The relatively large number of “failures” who 
had been cleared for administrative separa- 
tion leads to a consideration of the entire 
group given such certification. 

All 19 patients certified for administrative 
separation for unfitness (AR 615-368) were 
described as poor soldiers by their unit com- 
manders at the time of consultation and in 
each of the cases the certification was specifi- 
cally requested by the commander. We note 
(Table 2) that over half of these remained 
on duty, and 7 of the 19 were performing 
adequately or better at the time of follow-up 
evaluation. Apparently when these men 
were actually faced with the possibility of 
receiving an undesirable discharge their at- 
titudes and behavior improved considerably. 
No doubt some of the commanders intended 
these consultations to serve as a warning and 
deterrent to future acting out rather than an 
actual separation procedure. 

Patients Certified as Unsuitable (AR 615- 
369).—The situation regarding patients cer- 
tified as unsuitable is less encouraging 
(Table 2). Only 2 of 13 performed “ade- 


TABLE 2 


Fottow-Up Finpincs ror Patrents Given MEDICAL 
CLEARANCE For Unrirness (AR 615-368) anp 
(AR 615-369) 


Number certified cleared 
as un- for un- 
tients suitable fitness 
Rating given by (AR 615- (AR 615- 
company commander 369) 268) 
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quate” duty, and one of these was reported 
as doing “good” duty at the time of his con- 
sultation. Certification under this regulation 
was usually initiated by the psychiatrist who 
felt these men would not be able to adapt to 
military life as a result of either mental de- 
ficiency or a severe personality disorder. 

Further examination of the data on aiimin- 
istrative discharges reveals that among the 
16,000 men in the combat arms units there 
was only 1 discharge for unsuitability and 
only 3 for unfitness (Fig. 2). All of the 
remaining administrative discharges were 
given in the 3,000 service troops (Easy Bat- 
talion plus Service Troops). In part this 
probably reflects assignment procedures in 
that the unsuitable and unfit are traditionally 
assigned to the support units. However, our 
data also suggest that line officers are reluc- 
tant to use the regulations leading to admin- 
istrative separation. They tend toward court 
martial as a measure of control and this too 
is reflected in our data (Fig. 2). All patients 
in this study who were in the stockade at the 
time of follow-up were from combat arms 
units, 


SOURCE OF REFERRALS 


Figure 2 also reveals a marked variation 
in the incidence of psychiatric referrals from 
different units * and a rather striking differ- 


* The difference in percent of referrals from the 
various regiments, battalions, and miscellaneous or- 
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ence in performance of patients after consul- 
tation. We see for example, that Baker Regi- 
ment sent twice as many patients as either 
of the other infantry regiments and that more 
of their. patients were rated “poor” following 
psychiatric evaluation. 

The Baker Regiment commander during 
the period reflected in this study had the 
reputation of being very strict and demand- 
ing. He was admired by the staff officers of 
regimental headquarters, but often was un- 
popular with the company commanders who 
did considerable complaining about him. 
(This is in marked contrast to company level 
officers of Charlie Regiment who usually 
spoke of their regimental commander with 
high regard.) 

The Second Battalion of Baker Regiment 
was known for its poor morale. It had 5 
battalion commanders in the 8-month period 
of this study. In examining the individual 
referrals of the Second Battalion, 2 com- 
pany commanders stand out. Each requested 
a number of certificates for administrative 
discharge, and all the administrative dis- 
charges in this battalion were from one of 


ganizations of the 3rd Infantry Division is significant 
at the 1% level of confidence (by Chi square 
method). Further observation points to Able and 
Baker Regiments and Easy Battalion as the main 
sources of these differences. Able Regiment has 
significantly fewer referrals than might be expected 
by chance; Baker Regiment and Easy Battalion 
have statistically more referrals than might be ex- 
pected by chance. 
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Fic. 2.—Source of Psychiatric Referrals of 149 Patients. 
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these 2 companies. The other company com- 
mander referred his men because of some 
threatened administrative procedure, yet he 
did not follow through with these actions, 
except in one instance. Discussion with the 
battalion surgeon revealed that these 2 com- 
manders were unusually immature officers 
who used threats and fear as the primary 
means of dealing with their men. The bat- 
talion surgeon felt that these 2 companies 
had the poorest morale in the Second 
Battalion. 

The high rate of referral in the First Bat- 
talion of Baker Regiment was due primarily 
to one battalion surgeon who referred a large 
number of patients with somatic complaints, 
all of whom did well when returned to duty. 

These data suggest that the high referral 
rate and the poor performance of patients 
after their return to duty reflect the nature 
of the command. In addition to a high rate 
of psychiatric referral Baker Regiment con- 
sistently has had 15-25% more sick call visits 
than either of the other infantry regiments. 
While the others have always had a lower 
incidence of delinquency reports than the 
Division average, Baker Regiment exceeded 
the Division average every month from Sep- 
tember 1953 through April 1954. The aver- 
age incidence of new AWOL’s during the 5 
months for which we have data reveals that 
Baker Regiment had 3.4 new AWOL’s per 
month per 1,000 men, whereas Able Regi- 
ment had 0.9 and Charlie Regiment had 1.1. 

The high rate of psychiatric referral in 
Easy Battalion is also striking. This sepa- 
rate battalion consistently had a higher inci- 
dence of psychiatric referrals than any other. 
At least 3 reasons may be cited. First, the 
battalion commander was a very insecure 
man in his first command position. He 
tended to solve all problems with discipline 
and punishment and had little capacity for 
understanding the emotions of his troops. 
Secondly, this battalion worked many long 
hours under great pressure to turn out a tre- 
mendous amount of work, and at times sup- 
ply difficulties compounded their problems. 
Finally, the men assigned to this type of 
specialist battalion may have been of poorer 
emotional fiber than those assigned to other 


units. This hypothesis may be partially 


borne out by the relatively higher rates of 
evacuations and separations for unsuitability. 

The incidence of new AWOL’s, delin- 
quency reports, and sick call visits in Easy 
Battalion was the highest in the Division, 
even exceeding Baker Regiment. Easy Bat- 
talion consistently had the highest incidence 
of both summary and special courts martial 
(more than twice the Division average). It 
seems noteworthy that this high court mar- 
tial rate was not effective in reducing either 
delinquencies or AWOL’s. We also note 
that unlike Baker Regiment, the individuals 
under charges for court martial in Easy Bat- 
talion were not referred for psychiatric eval- 
uation of mental responsibility. Finally, this 
high court martial incidence may give some 
insight into the personality of the battalion 
commander of this unit with the highest rate 
of psychiatric consultations and evacuations. 


CLINICAL FINDINGS 


The questions a division psychiatrist meets 
most frequently from his medical colleagues 
are related to the advisability of keeping men 
on duty who have various clinical syndromes 
that at first glance would appear incapacitat- 
ing. Among battalion surgeons it has be- 
come a standing joke that psychiatrists send 
(almost) “everybody back to duty.” We 
must continually ask ourselves whether this 
is fair to the individual and at the same time 
fair to the other men in the patient’s unit. Is 
it possible for men with rage reactions, epi- 
leptiform spells, and rather severe psycho- 
genic somatic reactions to function ade- 
quately in an infantry division in the field? 

The group that has caused everyone the 
greatest concern is composed of patients sub- 
ject to rages. As many of these individuals 
have fired weapons during their tantrums, 
usually one has misgivings about returning 
them to full duty. What happens when these 
men are returned to their units? Figure 3 
groups the data in terms of the presenting 
complaints or reason for referral. 

Of the 7 patients, seen because of rages, 
who were not facing court martial charges 
at the time of the consultation, all functioned 
adequately or better. None of the patients in 
this group was considered “excellent” by his 
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Fic. 3—By Adequacy of Duty by Presenting Complaint (Reason for Referral). 


commanding officer, however, all made satis- 
factory adjustments during the time that 
elapsed and apparently controlled their ag- 
gressive tendencies sufficiently to stay out of 
trouble. 

All but one of the patients referred as 
suicidal performed satisfactory duty after re- 
turn to their units. One was reassigned to 
duty in the Seoul area and also performed 
adequately. 

The most frequent presenting symptoms 
were those of general nervousness, These 
patients were nervous, moody, worrisome, 
tense, upset, anxious, sleepless, excitable, or 
unstable. Although one of these patients was 
psychotic and was evacuated the day he was 
seen, most did well when returned to duty. 

Most of the 13 patients with headaches 
performed duty adequately or better follow- 
ing psychiatric consultation. In fact, with 
very few exceptions, the patients with psy- 
chogenic somatic complaints did satisfactory 


duty regardless of the nature of the com- 
plaint. 

Of 14 patients with severe schizoid per- 
sonalities who were returned to duty, 7 
performed adequately c+ better ; 3 were sepa- 
rated administratively ; 2 for whom admin- 
istrative separation was recommended were 
court martialed ; and 2 did poor duty. 

Sixteen patients in this study were re- 
ferred on more than one occasion. The fol- 
low-up experience of this group is identical 
with the total population. 

Only 7 patients were seen who had less 
than 3 months remaining in their tours. 
While patients with “pre-rotation anxiety” 
were not seen in psychiatric consultation, 
many were seen by the battalion surgeons 
who reported a variety of complaints most 
frequently involving the genitalia. Many 
individuals requested circumcision during 
their last 3 months in Korea. 


a. 20 20 
19 
ae 16 
13 
fe 
2 
6 
= 


1955] GEORGE H. KLUMPNER 267 


PREDICTIONS 


There are many occasions when military 
psychiatrists are called upon to make predic- 
tions and other instances when we are tempted 
to try. In an attempt to measure how accu- 
rate the author’s predictions would be, pre- 
dictions were made and included in the clini- 
cal records of the 65 patients returned to full 
duty before the follow-up data were collected. 
This represents a selected population insofar 
as evacuated patients and men returned to 
duty with a recommendation that they be 
transferred, reassigned, or administratively 
separated, have been excluded. However, 
the patients for whom predictions were made 
include those who might have been recom- 
mended for administrative separation for un- 
fitness (AR 615-368) if it had been the 
author’s policy to initiate such actions. The 
results are presented in Fig. 4. 

The predictions of good or probably good 
duty were quite accurate and of the 12 pre- 
dictions made in these 2 categories, 4 patients 
were rated by their commanders as “excel- 
lent,” 7 were rated “good,” and 1 was rated 
“adequate.” Choosing men who will do well 
has long been done in both civilian and mili- 
tary establishments, and it is not surprizing 
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that successful performance could also be 
predicted in this study. 

In the process of predicting these 11 good 
men, however, 6 whose performance was 
“excellent” and 20 who performed “good” 
duty were overlooked. Viewed in these 
terms, the success of the “good” predictions 
was extremely expensive in terms of equally 
good manpower not selected. 

Most of the predictions military psychi- 
atrists are tempted or expected to make have 
to do with predicting failure rather than suc- 
cess. Figure 4 indicates that predictions of 
failure were highly inaccurate in this study.‘ 
Only five patients were expected to “cer- 
tainly do poor duty.” One of these did 
“good” duty and another “adequate.” The 
accuracy in this area was obviously poor. 
In the group expected to be “adequate,” 
there were more failures than in the group 
“certain to do poor duty.” 

The group rated as “probable failures” is 
the one which appears to bear the greatest 
moral, This is the group in which psychi- 
atrists are often tempted to advise command 
that an individual should be administra- 
tively separated from service with an unde- 
sirable discharge. If these recommendations 
had been made and carried out with the men 
in this study, the service would have been 
spared the troubles incurred by 4 men but 
would have separated 3 “excellent,” 8 
“good,” and 6 “adequate” men in the process. 
The commanding officer is in a much better 
position than the psychiatrist to judge the 
quality of a man’s performance and, inciden- 
tally, the regulations are written with this in 
mind ; however, this is often overlooked, As 
psychiatrists we can contribute more by try- 
ing to understand the reasons for deficiencies 


*Two separate Chi square determinations were 
made. The first compared only adequacy and failure 
and revealed that no significant difference (5% level 
of confidence) exists between the number of men 
who succeeded or failed whether predicted adequate 
or poor. 

The second determination considered 3 variables 
of performance and prediction; better than adequate, 
adequate, and poor. There is no significant differ- 
ences (5% level of confidence) between predicted 
and actual ratings of better than adequate, adequate, 
or poor. There is evidence of a positive relation- 
ship (C-.11). This relationship is so weak, how- 
ever, that no real associations between predicted and 
actual ratings can be inferred. 
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than by imposing those value judgments in- 
herent in a recommendation that an indi- 
vidual be administratively separated with an 
undesirable discharge (AR 615-368). 

Estimates of each man’s motivation and 
also rough estimates of the severity of each 
man’s psychopathology were also attempted. 
When each of these sets of data was com- 
pared with actual performance ratings there 
was even less correlation than that shown in 
Fig. 4 for the predictions of how well duty 
would be performed. In seeking explanation 
for these failures in prediction the most ob- 
vious explanation is that life in an infantry 
division in Korea contains many more sig- 
nificant variables than can possibly be evalu- 
ated in a single diagnostic interview. Gen- 
eral factors present in the man’s unit, such 
as morale, general attitudes and policies, and 
nature of mission, are important as either 
stresses or supportive factors depending on 
the make-up both of the unit and the indi- 
vidual, The various interpersonal relation- 
ships the man has formed with the officers, 
NCO’s, and other soldiers are difficult to 
evaluate in the atmosphere of a psychiatric 
interview devoted in most instances to diag- 
nosis and disposition. More often than not, 
the individual realizes that the psychiatrists 
can recommend various honorable means of 
returning home, including medical evacua- 
tion. Many times this results in the primary 
considerations of the interview being those 
of the man’s deficiencies rather than his as- 
sets, and tends to weight a psychiatrist’s pre- 
dictions in a pessimistic direction. 

The failure of prediction in this study is 
not an isolated failure. The World War II 
literature reports many failures of prediction 
and the conclusion in most instances was that 
the only reliable estimate of whether an indi- 
vidual could withstand the strains of com- 
bat was to actually place him in combat. The 
present study suggests that this frame of 
reference is also applicable to a noncombat 
military situation. 


Discussion 


There are many opportunities to do fol- 
low-up studies in the army ; however, a con- 
script army has frequent changes in duty 
assignments of both patients and commanders 
that make long-term studies difficult. It was 


necessary in this study to find a time that 
would allow reasonable accuracy in the com- 
mander’s report yet enoungh time for a valid 
period of observation following psychiatric 
consultation. Thus, the size of the population 
in this study is small and the length of time 
between consultation and follow-up is rela- 
tively short. Both are compromises made nec- 
essary by the constantly shifting population. 

The criteria of success or failure in this 
study relate primarily to whether or not the 
man continued to function satisfactorily in 
the military situation. While this is a rather 
crude measure of mental health, it has im- 
portant logistic significance and within limits 
the quality of an individual’s performance 
of duty can be determined rather objectively. 
At the same time it is a somewhat negative 
criterion of success in that an “adequate” 
soldier may primarily be an individual who 
does not get into trouble. 

The patients with psychogenic somatic 
complaints generally did “good” duty. They 
did not complain or make pests of themselves 
and consequently were considered “suc- 
cesses.” Many of these individuals may have 
continued to have subjective discomfort 
which is not recorded in our data since the 
individual patients were not contacted, al- 
though both the commanding officer and the 
battalion surgeon were asked whether there 
was any evidence of continuing discomfort. 

The patients in this study have been main- 
tained as functioning organisms in a military 
unit and in most cases the needs of the mili- 
tary had to be given precedence over the feel- 
ings of the individual. In combat this is 
necessary. In the more static truce situation 
it is also necessary to keep men functioning. 
To render them less uncomfortable in the 
process is desirable but a secondary goal. 
This study measures the results of the first 
of these goals much better than it does the 
second, though the results do suggest that 
our patients made better adjustments and, 
in most instances, were less uncomfortable 


following psychiatric consultation. 


It was surprising to learn from the vari- 
ous company commanders the results of sin- 
gle psychiatric consultation. They frequently 
felt that there had been a beneficial change 
in the patients and the degree of this change 
far exceeded anything that might be directly 


ie 
“Veg 


1955] GEORGE H. 


KLUMPNER 269 


attributed to the consultations. In some cases 
the commanding officers had taken a different 
attitude regarding the man. At times, this 
was because of seeing the report of consulta- 
tion and at other times, was merely as a re- 
sult of knowing that the patient had been to 
see a psychiatrist and should therefore be 
treated with special consideration. This 
change of attitude on the part of the com- 
manding officers may have been reflected in 
the generally favorable ratings the com- 
manders gave and some of these ratings may 
be more related to a change in the com- 
mander’s feeling than to any actual change 
in the patient’s adjustment. While there are 
many such potential defects in the validity 
of rating scales such as those used in this 
study, this method was the best available 
under the circumstances and in spite of its 
defects has provided a rough assessment of 
the relationship between the patient and his 
commander. These assessments are of prime 
importance in a military situation. 

Many of the beneficial results of psychi- 
atric consultation are apparently determined 
in large part by the nonspecific effects that 
result from going or being sent to a psychi- 
atrist. These effects are independent of any 
specific therapeutic attempts on the part of 
the psychiatrist. It is felt that the figures 
presented in this paper should serve as a con- 
trol group in any study that reports a high 
degree of success resulting from a specific 
treatment program in the realm of military 
psychiatry. 

SUMMARY 

Follow-up findings of 149 psychiatric pa- 

tients of the 3rd Infantry Division who were 


evaluated between September 1953 and Feb- 
ruary 1954 revealed that 77% of patients not 
in the process of separation at the time of 
consultation performed duty adequately or 
better after consultation. 

Almost half of the patients given medical 
clearance for discharge for unfitness (AR 
615-368) performed duty adequately or bet- 
ter. Apparently many commanders use this 
regulation rather effectively as a deterrent 
to acting out. 

One infantry regiment and one specialist 
battalion had unusually high rates of psychi- 
atric referrals. Other evidence including in- 
cidence of sick call visits, new AWOL’s, de- 
linquency reports, courts martial, and discus- 
sions with officers, patients, and battalion 
surgeons of these units suggested that they 
suffered from poor morale which appeared 
to be directly related to the personality of 
the commanding officers. 

Approximately half of the patients with 
severe schizoid personalities performed good 
duty in spite of their defective ego structures. 

Most patients with psychogenic somatic 
complaints functioned adequately or better 
when returned to duty after a single diag- 
nostic evaluation. 

While psychiatrists are often tempted to 
make predictions regarding a man’s poten- 
tial adjustment, in the present study predic- 
tions were highly unsuccessful. 

The findings in this paper should serve as 
a control in any study that reports a high 
degree of success resulting from a specific 
treatment program in the realm of military 
psychiatry. 


; 
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PERSONALITY DISORDER AND THE RELATIONSHIPS OF 
EMOTION TO SURGICAL ILLNESS IN 200 SURGICAL 
PATIENTS * 


ISRAEL ZWERLING, M.D.;?2 JAMES TITCHENER, M.D.; LOUIS GOTTSCHALK, M.D.; 
MAURICE LEVINE, M.D.; WILLIAM CULBERTSON, M.D.; SENTA FEIBLEMAN 
COHEN, Pu.D.; ano HYMAN SILVER, Pu. D. 

CINCINNATI, 


INTRODUCTION 


The following represents an initial sum- 
mary of two areas of the findings of an 
exploratory psychiatric survey of 200 ran- 
domly selected, representative surgical pa- 
tients. The survey was developed as an 
extension of the consultation service of the 
department of psychiatry at the Cincinnati 
General Hospital, out of experiences with 
patients which indicated some surgical ill- 
nesses to be related to personality disorders. 
The purpose was to apply data from psychi- 
atric interviews, social histories, and psycho- 
logical tests obtained from randomly selected 
surgical patients to the following hypotheses : 
(1) Emotional disorders exist in a sig- 
nificant proportion of surgical patients. 


(2) Emotional factors are related to the 
etiology and pathogenesis of some surgical 
diseases, and to the formation of some symp- 
toms which bring patients to the attention of 


surgeons. (3) Emotional factors are re- 
lated to the course of surgical patients dur- 
ing hospitalization, including response to 
conservative therapy, to anesthesia, to sur- 
gery, and to postoperative care. (4) Emo- 
tional factors are related to the adjustments 
made by surgical patients after their dis- 
charge from the hospital. 

An additional objective was to gather data 
on the techniques employed by surgical pa- 
tients in handling anxiety growing out of 
their illness, their hospitalization, their en- 
forced dependent status, their surgery, and 
their relationship to the surgeons, nurses, 


1 Read at the 111th annual meeting of The Ameri- 
can Psychiatric Association, May 9-13, 1955, At- 
lantic City, N. J. 

The research upon which this report is based was 
supported by a grant from the National Institutes 
of Health of the Department of Health, Education 
and Welfare. 

2 Now at Albert Einstein College of Medicine, 
New York City. 
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ward personnel, and other patients. Perhaps 
the most decisive purpose was to establish a 
body of initial data which would permit the 
formulation of more precise and limited re- 
search questions concerning interrelation- 
ships between surgery and psychiatry. Ear- 
lier studies (Dunbar; Mittelman, Weider, 
et al.) have been valuable for the present 
exploratory study. 


PROCEDURE 


Selection of Subjects —A sequence of the 
6 surgical wards was established each month 
by the random selection of tabs designating 
these wards; the number of tabs for each 
ward was determined by the ratio, 200/3,680 
multiplied by the total admitted to that ward 
during the same month of previous years. 
The number 3,680 represents the total num- 
ber of surgical admissions during the pre- 
ceding calendar years. The wards were then 
visited in the established sequence, and the 
most recent patient physically admitted to the 
ward at the time of this visit became a sub- 
ject for this study. This procedure resulted 
in several problems: (1) The attitudes of 
the patients varied from complete coopera- 
tiveness to defiant resistance. (2) A num- 
ber of patients were included who were un- 
able to participate in some or even all aspects 
of the study (deaf, blind, comatose, etc.). 
(3) A number of patients were admitted 
directly from an emergency operation, so that 
no preoperative observations could be made. 
(4) A number of patients were included 
who were discovered, after work-up, to have 
no surgical illness or to require no surgery. 

Although these difficulties were apparent 
from a pilot study of 25 patients, this pro- 
cedure was nevertheless employed. It was 
felt that in an exploratory study, such as the 
present one, more was to be gained from the 
widest experience with admissions to the 
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surgical service than from any limitation im- 
posed by concern for ease of statistical han- 
dling of data or completeness of records. It 
was further felt that the stimulus-error would 
be much reduced if desire to participate in 
the study were not made a criterion for se- 
lecting subjects. 

Collection of Data—FEach patient was in- 
terviewed by one of two psychiatrists. The 
number of interviews was determined by the 
duration of the patient’s hospital stay, his 
availability for interview, and the schedule 
of the psychiatrist. Average number of in- 
terviews was 4.7, range —O to 23. Inter- 
views were conducted at the bedside or, in 
the case of ambulatory patients, in examina- 
tion rooms on the wards. Detailed notes 
were taken at the time of, or immediately 
following, each interview. Interviews con- 
tinued throughout the hospital stay. Each 
patient was told during the first hour that the 
interviewer was a physician from the depart- 
ment of psychiatry, that the patient was being 
seen because he happened to be the most re- 
cently admitted patient to that particular 
ward, and that the purpose was to learn more 
about their experiences on the ward. Inter- 
views were structured around the current 
illness, past medical history, current life situ- 
ation, developmental history, marriage and 
psychosexual history, educational and em- 
ployment history, and reactions to stress. 
Fantasy productions (dreams, earliest mem- 
ories, favorite jokes, daydreams, and fear- 
and anger-provoking situations ) were sought. 
Spontaneity was encouraged by limiting 
questions to the broadest and most general 
form (“What was childhood like ?” ; “Tell me 
about your father” ; “How has your marriage 
worked out ?”; etc.) within these areas, and 
patients’ productions were not interrupted. 

Each patient, subject to physiological or 
literacy limitation, received a Rorschach, a 
Wechsler-Bellevue Adult Scale vocabulary 
test, and an MMPI. Rorschachs were ad- 
ministered to 55% of our patients, the vocab- 
ulary test to 42.5% and the MMPI to 25%. 
Tests were administered, scored, and inter- 
preted by two staff psychologists. 

Each patient was requested to designate an 
informant who could provide a picture of his 
characteristic behavior and activities outside 
the hospital, and this informant was seen by 


a social worker, Social histories were ob- 
tained for 58.5% of the patients from out- 
side informants. 

The surgical course of each patient was re- 
ported to a member of the department of 
surgery by designated members of the sur- 
gical resident staff on a specially devised 
form, to insure clarity of data concerning 
presenting complaints, findings on physical 
examination, diagnosis, treatment, operative 
findings (both clinical and pathological), and 
course, 

An attempt was made to do a follow-up 
study of each patient, from 3 to 6 months 
following discharge from the hospital, 
through an interview with the patient by the 
psychiatrist who had seen him on the ward, 
and an interview with the informant by the 
social worker. Of our 200 subjects 15 
(7.5%) died before follow-up could be ac- 
complished; 105 (52.5%) patients were 
seen by a psychiatrist ; and 85 (42.5%) in- 
formants were seen by a social worker. In 
80 (40%) patients, no follow-up data were 
available. 

Representativeness Study.—!n order to 
establish whether our randomly selected sub- 
ject population was a representative popula- 
tion of Cincinnati General Hospital surgical 
patients, the following comparisons (Figs. 1 
and 2) were made between the 200 subjects 
and the 3,656 other patients admitted to the 
surgical service during the same 12-month 
period: age, sex, color, duration of hospitali- 
zation, whether or not surgery was required, 
type of surgery, record of prior surgery, and 
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record of previous psychiatric contact. As 
can be seen the subjects of this study were 
representative of all surgical patients in all 
the above variables; in none was the differ- 
ence in distribution statistically significant. 


RESULTS 


Psychiatric Diagnoses.—The reference sys- 
tem for psychiatric illness employed was the 
Revised Nomenclature proposed in the Diag- 
nostic and Statistical Manual, Mental Dis- 
orders (A.P.A., 1952). In any attempt to 
categorize on a descriptive level the complex 
phenomena of adjustment, it may be expected 
that problems must arise out of the disparity 
between the rigidity and discreteness of the 
nosological system and the fluidity and in- 
finite variability of the personality-in-adjust- 
ment. However, the Revised Nomenclature 
proved eminently serviceable for the present 
purposes. It was possible in every instance 
to resolve differences in initial, independent 
diagnostic categorization within the frame- 
work of this system. 

A far more critical problem was to deter- 
mine whether menta! disorder was present or 
absent in each case. The basic considera- 
tions which governed these decisions con- 
cerning the presence or absence of mental 
disorder were those presented in a previous 
publication by one of us (M. L.). It was 


the feeling of the present writers that there 
were 2 principal potential sources of error 
in deciding whether mental disorder was 
present, as follows : 

(1) Confusion of Personality Dynamics 
with Mental Disorder—We refer here to 
our tendency to diagnose neurosis merely by 
virtue of the uncovering of dynamic bal- 
ances between repressed impulses or fears, 
and defenses against these. To illustrate: 


Case 34 is a 26-year-old Negro laborer who under- 
went a circumcision for phimosis. He reported an 
early memory of a tonsillectomy, in association 
with which his mother had asked that he be circum- 
cised and the doctors had refused because they saw 
no indication; at that time, eneuresis stopped. He 
had had very little sexual experience premaritally ; 
he stated that he was able to keep his mind occupied, 
and further that he read avidly about venereal 
disease during his adolescence. He spent most of 
his spare time pursuing his hobby of upholstery. 
On the Rorschach, he perceived Card III, popularly 
seen as 2 men, as “lady dancers.” It was felt that 
this was indicative of castration anxiety and tend- 
encies towards a feminine identification. However, 
he was free from anxiety symptoms ; had maintained 
regular employment with increases in salary and re- 
sponsibility for 7 years; was well adjusted in his 
marriage both in his general relationship to his wife 
and children and his sexual behavior; and lived an 
active social existence with his wife’s numerous 
siblings as well as with some friends from the job 
and the neighborhood. Psychiatric diagnosis was 

(2) Confusion of Environmental Limita- 
tions with Personality Limitations. —We re- 
fer here to our tendency to diagnose mental 
disorder in instances where closer examina- 
tion revealed that the picture of poor adjust- 
ment reflected environmental limitations to 
the adjustment process rather than limita- 
tions inherent in disordered character or in- 
tellectual development. The population of 
the Cincinnati General Hospital is over- 
whelmingly drawn from the lowest income 
groups ; and in 53.5% of our patients there 
were the additional problems of Negro peo- 
ple in Cincinnati—limited work opportuni- 
ties, the West End slums, exclusion from the 
largest recreation center in the community, 
etc. Related to this is our tendency to char- 
acterize adjustment patterns which derive 
from different mores as disordered, precisely 
because they vary from the patterns familiar 
to the diagnostician. Patients in this study 
had come from a number of diverse areas of 
the midwest, south, and east—farms, mining 
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towns, backwoods communities, large urban 
centers—and in many instances continued 
the religious, ethical, and social practices of 
their previous habitats. This gave the illu- 
sion, in some instances, of mental illness, in 
the absence of any signs and symptoms of 
illness. 


Thus, Case 54 was a 75-year-old Negro man who 
was admitted in acute urinary retention because of 
benign prostatic hypertrophy, and underwent a pros- 
tatectomy. He had worked as a laborer for 30 
years in a large industrial plant, and had lost his 
job just prior to the organization of the employees 
into a C.1.O. Union with provision for seniority 
protection; he had been working at the time of ad- 
mission as a golf club attendant, and resumed this 
work postoperatively. He gave as his earliest mem- 
ory, “The poverty,” and described the cold and 
hungry winters of his childhood; when he was 5 
both parents had died, and he and his 2 sisters were 
raised by his grandparents, along with 13 children 
of their own. He did not marry until his mid- 
thirties, because his income was 20 dollars a month 
as a farm hand, and then 8 dollars a week as a 
factory worker. He had a fierce pride in his 5 
children, and although unable himself to read or 
write, he managed to maintain contact with them. 
Much interview material indicated social practices 
consistent with his culture and economic status— 
e.g., the use of dubious proprietary drugs, concern 
with the living of a clean life, bewilderment post- 
operatively that the Lord could bring so much pain 
on so old a man who had lived so cleanly, etc. There 


were minimal, early indications of arteriosclerctic 
changes, but without impairment of judgment. There 
were also evidences of pseudomasculinity in his 
pride in being “the man who worked” in his family, 
in his insistence that he be permitted out of bed 
because lying around weakened a man, and in his 
concern about having enough “pep” postoperatively. 
Psychiatric diagnosis was “normal.” 


The principal potential source of error in 
a finding of no mental disorder, when closer 
examination of the data did indicate the 
presence of mental disorder, was a higher 
educational level associated with a higher 
socio-economic status than was found in the 
great majority of cases. In a sense, of course, 
this is the converse of the situations described 
above as potentially leading to incorrect di- 
agnoses of mental disorder. 

The need for a description of the consider- 
ations which governed our decisions con- 
cerning clinical diagnosis will immediately 
become apparent upon inspection of Table I 
and Fig. 3. 

The unexpectedly high incidence of mental 
disorder includes virtually all the major cate- 
gories of functional and organic mental ill- 
ness, Two implications of these findings are 
immediately relevant to the purposes of the 
present report. 


TABLE 1 


Insufficient Information to make dx.: 9 patients or 
4.5% of total, 


Psychiatric Disorder: 172 patients or 86% of total. 


Normal 19 patients or 9.5% of total. 


Transient and Situational Personality Disorder: 12 patients or 6% of total. 
Mental Deficiency: 12 patients or 6% of total. 
Neuroses: 71 diagnosed in 66 patients or 33% of total. 

Anxiety Reaction 36 

Depressive Reaction 21 

Dissociative Reaction 2 

Obsessive-Compulsive Reaction 1 
Psychophysiologic Reaction: 37 in 31 patients or 15.5% of total. 
Psychoses: 60 diagnosed in 43 patients or 21.5% of total. 

Schizophrenic Reaction 3 

Paranoid Reactions 2 

Psychotic Depressive Reactions 10 

Psychotic Reaction, other 6 
Character and Behavior Disorder: 152 diagnosed in 108 patients or 54% of total. 

Inadequate 7 Passive-Aggressive 59 

Schizoid 5 Antisocial 4 

Paranoid 5 Dyssocial 5 

Emotionally Unstable 48 Sex deviation 1 

Alcoholism 21 


Chronic Brain Syndromes without Psychosis: 10 patients or 5% of total. 


Conversion Reaction 6 
Phobic Reaction 3 
Psychoneurotic, other 2 


Involutional Psychosis 2 
Acute Brain Syndromes 29 
Chronic Brain Syndromes 17 
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MAJOR PSYCHIATRIC DIAGNOSES AMONG 200 
REPRESENTATIVE SURGICAL PATIENTS 
10 20 3 40 5O 60 70 80 90 100 
INSUFFICIENT INFORMATION 
NO PSYCHIATRIC DISORDER 


TOTAL PSYCHIATRIC DISORDER 


RELATIVE INCIDENCE OF PSYCHIATRIC DISORDER: 


TRANSIENT & SITUATIONAL PERSONALITY DISORDERS 


MENTAL DEFICIENCY 


CHARACTER & BEHAVIOR DISORDERS 


CHRONIC BRAIN SYNOROMES WITHOUT PSYCHOSIS 
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First, the extraordinarily high incidence of 
mental disorder among the surgical patients 
we studied gives clear indication of the need 
for close liaison between surgical and psy- 
chiatric staffs of general hospitals. The occa- 
sional request for psychiatric consultation for 
a grossly disturbed patient is patently inade- 
quate. This is so not only in terms of the 
total care of the surgical patient, but also 
with reference specifically to the surgical 
care, since the impact of the mental disorder 
on the illness and on the hospital course of 
the surgical patient is so profound. We are 
not here reporting concurrent and parallel 
illnesses—surgical and psychiatric—in these 
patients. Rather, these two phenomena are 
in constant interaction, and the surgeon who 
does not avail himself of the services of psy- 
chiatry burdens himself seriously and need- 
lessly. 

Thus, patient 12 is a 38-year-old Negro woman 
who underwent a vaginal hysterectomy for uterine 
fibroids. She is an extremely provocative and hostile 


woman, and aroused so sharp a response from the 
surgical staff that she was discharged from the 


hospital the very day following her last vaginal 
examination, at which time it was recorded: 
“wounds well-healed except for a small abscess in 
the lowermost part of the wound.” No immediate 
after-care was prescribed, and the patient was read- 
mitted 9 days later with a raging pelvic abscess. On 
this occasion the surgical resident learned of her 
previous premature discharge, and when the patient 
described a headache at the time she was told she 
could go home, her discharge was delayed and 
work-up for the headache began. This continued 
for 22 days, with no organic findings; and again, 
counter-hostility rather than consideration of the 
needs of the patient proved the decisive factor—the 
final note read, “. . . feel that much of this patient’s 
difficulty is supratentorial. Following psy. consult, 
discharge. If psych. consult is delayed, discharge.” 
lt was perhaps even more relevant to the present 
point that this patient had utterly no symptoms from 
her small fibroid tumor. She had presented to the 
receiving ward with very vaguely described ab- 
dominal fullness and the fibroid was found on P. E. 
Her earliest memory was of a pickle being knocked 
out of a girl’s hand; her childhood play was with 
the neighborhood boys in their roughest games ; her 
ambition was to be a baseball player; her menstrual 
periods were looked upon as disgusting; her rela- 
tionships with both her husbands had been nagging, 
competitive, and hostile; and she welcomed 
huving her uterus removed, Further, she had a pro- 
longed history of headaches developing under emo- 
tional stress and being used for secondary gain. 


The second implication concerns the ques- 
tion of the reason for the high incidence of 
mental disorder among our surgical patients. 
Although strictly comparable data for inci- 
dence of mental disorder among nonhospi- 
talized persons are not available, it would 
appear that the incidence in our patients is 
significantly higher than in the total popu- 
lation. Three sources for this difference have 
suggested themselves to us. First, our pa- 
tients were drawn from the lowest socio- 
economic strata of the community. A num- 
ber of recent contributions have indicated the 
incidence of mental disorder to be higher in 
members of this group than in the remainder 
of the population, Our analysis of the social 
data for our patients is not as yet complete, 
and no estimate can be made of the degree 
to which this factor may be relevant in the 
present study. Second, the onset of a surgi- 
cal illness and the admission to a hospital 
may constitute severe stresses, particularly in 
a population with marginal financial means. 
In a number of instances, a previously nor- 
mal but tenuous adjustment pattern may be 
sufficiently disrupted to precipitate mental 
disorder, and thus again alter the findings in 
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the direction of increased incidence of men- 
tal disorder. 

Thus, a 72-year-old white male of Cincinnati's old 
German culture was admitted with a hip fracture 
sustained while gardening. He had been a success- 
ful machinist and was enjoying retirement, sup- 
ported emotionally by a strong, solicitous wife and 
a large, affectionate, and doting family. Traction 
was the original treatment of choice and was ap- 
plied for a period of about 2 weeks. While im- 
mobilized in this apparatus the patient’s usual ami- 
ability and cheer gave way to marked depression, 
tears, and frequent cries of pain. He sobbed out his 
anxiety and melancholy regarding the separation 
from wife and family. After the treatment of the 
fracture was changed to the insertion of a Neufeld 
pin the patient was allowed out of bed and early 
discharge was promised. Approximately at that 
point the depression cleared. 

Third, it is a finding of the present study 
that surgical illness is itself, in many in- 
stances, an eventuality growing out of men- 
tal disorder i.¢., that in a number of ways, 
patients with mental disorder interact with 
their environment in such ways as to make 
surgical illnesses an outcome. In this sense, 
then, a surgical population is biased with 
reference to mental disorder, precisely as a 
population of patients with chronic liver dis- 
ease would be biased with reference to a his- 
tory of alcoholism. 

Relationship of Emotional Disorder to 
Surgical Illness—The greater concern of 
the present report is with the question of 
specific areas of relationship between person- 
ality dynamics and surgical illness. This 
problem was stated by us as follows: In 
what way or ways, if any, is the surgical ill- 
ness at the time the patient presents to the 
surgeon related to emotional disorder? This 
is independent of the mere fact of a clinical 
diagnosis of mental disorder and a concur- 
rent clinical diagnosis of surgical illness ; ¢.g., 
in one case diagnosis of “no known relation- 
ship” was scored between the patient's schiz- 
ophrenia and acute appendicitis. The impact 
of the surgical illness on the emotional state 
of the patient was similarly held here as an 
independent consideration ; concern was here 
limited to the single direction of the influence 
of personality disturbance upon surgical ill- 
ness or symptoms. 

Findings, as summarized in Table 2 were 
again surprising. In 15 cases, 7.5%, data 
were insufficient for the required decision ; in 
88 cases, 44%, no relationship was felt to 


TABLE 2 


RELATIONSHIPS OF EmortionaL DisorperR AND 
Surcicat ILLNESS 


1. Insufficient information to evaluate relationship: 
15 cases or 7.5% of total. 

2. No known relationship : 88 cases or 44% of total. 

3. Some relationship established : 97 cases or 48.5% 
of total, 

4. Neurotic disorder simulating surgical illness: 
6 cases. 

5. Psychological factors result in behavior leading 
to surgical illness: 39 cases. 

6. Psychological factors contribute etiologically to 
tissue changes : 6 cases. 

7. Psychological factors aggravated pre-existing or 
concomitant surgical illness: 52 cases. 

8. Presenting complaint serves neurotic need for 
special attention, increased recognition and 
support: 4 cases 

9. Other relationships: 2 cases. 


exist between the surgical condition and emo- 
tional factors; in 97 cases, 48.5%, a signifi- 
cant relationship was discovered. The cate- 
gories of relationships were empiric and de- 
scriptive ; and one or two illustrative cases in 
thumbnail summary are here presented to 
help define the categories : 


NEUROTIC DISORDER SIMULATING SURGICAL ILLNESS 


Case 1.—A 33-year-old white woman, with anx- 
iety neurosis and with history of asthma and of 
hyperthyroidism, was admitted for possible operable 
congenital heart disease. Findings were normal 
cardiac status, but severe respiratory distress with 
breath-holding as an anxiety symptom. 


PSYCHOLOGICAL FACTORS RESULT IN BEHAVIOR PRO- 
DUCING SURGICAL ILLNESS 


Case 6.—A 22-year-old white man with severe 
passive-aggressive character disorder, and with 
strong pseudomasculine needs to drive at break- 
neck speed and to drink immoderately, was admitted 
to neurosurgery with a fractured skull incurred 
when he smashed up his car (his fifth major auto 
accident). 


PSYCHOLOGICAL FACTORS CONTRIBUTE ETIOLOGICALLY 
TO TISSUE CHANGES 


Case 131.—A 26-year-old stocky and muscular 
man with a puerile manner was admitted for emer- 
gency closure of a perforated duodenal ulcer. Six 
months previously the patient's father to whom he 
was closely attached had killed himself. The father’s 
widow, his third wife, was allegedly more concerned 
about the resulting scandal than the loss of her 
husband. She had supposedly “stolen” the family 
business leaving the son to drive cabs for a living. 
Two months previous to admission the patient was 
divorced by his wife and his drinking had steadily 
mounted. During interviews he poured out his 
venom for the step-mother, sparing his own wife. 
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PSYCHOLOGICAL FACTORS AGGRAVATE PRE-EXISTING 
OR CONCOMITANT SURGICAL ILLNESS 


Case 29-—A 58-year-old white man had gross 
hematuria for 10 months prior to seeking medical 
care. He is an extremely passive man with severe 
castration anxiety, in whose case fear of a muti- 
lating and emasculating operation caused him to 
present to the surgeons with a malignant tumor 
which proved to be beyond operative cure. 


It must be stated that tabulations summar- 
ized here were restricted to known relation- 
ships. In the course of the present study it 
became apparent from our data that in sev- 
eral instances of surgical illness there were 
at least suggestive indications of etiological 
relationships between certain types of chronic 
personality disorder and certain surgical ill- 
nesses. These illnesses were in each instance, 
in the present report, tabulated as “no known 
relationship,” and will be separately reported. 

Delay in seeking medical attention proved 
to be unexpectedly frequent; in 71 cases 
(31%) there was clear-cut and significant 
delay. In at least 10 cases the delay was fatal 
(i.e., at surgery or on admission, patient 
presented with metastatic disease). In all 
but one or two instances of delay, it was pos- 
sible to establish a basis, in the psychody- 
namics of the patient, for the delay. 

The potential role of the psychiatrist in a 
surgical outpatient service is again very 
strongly indicated, along with the previously 
noted indications for close liaison between 
surgeons and psychiatrists on the surgical 
wards. The indications of relationships be- 
tween various surgical illnesses and chronic 
emotional disorders support the call for new 
areas of physiological research recently is- 
sued by Engel. The problem of delay in seek- 
ing medical care, so accurately predicted by 
Barker, is here seen in a very large per- 
centage of patients, and research into public 
health educational techniques is indicated. 


SUMMARY 


Two sets of findings of an exploratory psy- 
chiatric study of surgical patients are pre- 
sented. Patients were randomly selected 
from the surgical wards of a public general 
hospital, and were found to be representative 
of the total surgical population of the hospital 
with regard to age, sex, duration of admis- 
sion, whether or not surgery was performed, 


type of surgery, number of previous opera- 
tions, and whether or not there had been any 
previous contact with psychiatrists. Psycho- 
diagnostic interviews, psychological tests, 
and social histories were attempted for each 
patient. Findings were of diagnosable mental 
disorder in 86% of the patients, with insuffi- 
cient data in 4.5% and no psychiatric illness 
in 9.5%. In 48.5% of the cases there was a 
significant relationship between the surgical 
status of the patient at the time of presenta- 
tion to the surgeon for treatment, and emo- 
tional disorder; in 44% there was no de- 
monstrable relationship; in 7.5% data were 
insufficient. Some problems raised by the 
unexpectedly high incidence of mental dis- 
order in surgical patients, and the relation- 
ship between emotional disturbance and sur- 
gical illness, are presented. 
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DISCUSSION 


Fianpvers Dunpar, M.D. (New York City).— 
As we all know, it took quite a while for psychia- 
trists to realize that people who acted “like crazy” 
were not necessarily crazy, and for the general 
physician to realize that patients who complained of 
pains for which no good reason could be found were 
not just imagining an illness. 

It has taken a longer time for surgeons to become 
interested in the reasons that lead people to demand 
unnecessary operations or to have exaggerated fears 
of necessary operations. In most patients the emo- 
tional reaction is not proportional to the seriousness 
of the operation indicated. For some the more dire 
the operation and the more parts that can be re- 
moved, the happier. But other patients can be just 
as frightened about having a splinter pulled out of 
a thumb as they are about an appendectomy, a pros- 
tatectomy, or a mastectomy. 

We can all agree with Dr. Zwerling and his as- 
sociates about their first point; that emotional dis- 
orders exist in a significant proportion of surgical 
patients. I think that their second point could be 
stated more clearly. In my experience, the emo- 
tional factors which may play a role in symptom 
formation need not be thought of as causative factors 
but merely as stresses which change the balance 
among the forces in which an individual may or 
may not be able to remain healthy. 

The specific factors Dr. Zwerling mentioned un- 
der his third point though perhaps unimportant in 
themselves affect the equilibrium that determines 
whether a patient will stay sick or get well in a 
given field of forces. Of course no one can doubt 
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that psychological factors aggravate pre-existing or 
concomitant surgical illness. Dr. Zwerling’s story 
of the patient with fibroids is dramatic but fears 
and new symptoms may be aroused by an operation 
as simple as a tonsillectomy. This is pacticularly 
important with children in whom a tonsillectomy for 
which they are not prepared may have a lifelong 
hangover in castration anxiety and not infrequently 
shift the emotional balance in the direction of homo- 
sexuality. 

Those of you who have seen Lester Coleman's 
film about the preparation of children for operation 
will recall the difference in behavior between the 
prepared and the unprepared child. Dr. Coleman 
stressed the fact that the mother was unable to help 
the child adjust to the doctor’s lack of understanding 
and failure to explain because all she could think 
of were the horrors of her own childhood tonsil- 
lectomy. Dr. Coleman calls attention to the im- 
portance of letting the patient, young or old, know 
the essentials of the operative procedure. This, he 
feels, may prevent postoperative neurosis and pos- 
sibly even relieve a pre-existing neurosis. It is even 
possible that a good talk about a proposed opera- 
tion may make the operation unnecessary, and ease 
the mind of the patient. I would prefer to call it 
emotional conflict of sufficient intensity to confuse 


the surgeon’s judgment or to interfere with the pa- 
tient’s recovery in cases where the need for the 
operation has been adequately assessed. 

Dr. Zwerling noted that delay in seeking medical 
attention “proved to be unexpectedly frequent.” I 
should be surprised had it had been otherwise. Pa- 
tients are embarrassed about consulting specialists 
for minor complaints. Some are afraid they will be 
sent away like complaining children, others that 
they will be rushed to the operating table just be- 
cause the surgeon wanted to do one more operation. 
I am glad that Dr. Zwerling called attention to the 
psychiatrist’s role in preventive medicine. I believe 
that if all surgeons would begin with psychodiagnos- 
tic interviews, psychological tests, and social his- 
tories, they would find, like Dr. Zwerling, “a diag- 
nosable mental disorder in 86% of their patients.” 
But I have a semantic disagreement with this use of 
the word mental. I would prefer to call it emotional 
conflict of sufficient intensity to confuse the sur- 
geon’s judgment or to interfere with the patient's 
recovery in cases where the need for the operation 
has been adequately assessed. 

It is well known that patients who are thought of 
as persons instead of just bodies before, during, and 
after operations, recover more rapidly. 
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INTRACEREBRAL ELECTROGRAPHIC RECORDINGS FROM 
PSYCHOTIC PATIENTS DURING HALLUCINATIONS 
AND AGITATION 


Report * 


CARL W. SEM-JACOBSEN, M.D.; MAGNUS C. PETERSEN, M.D.; JORGE A. 
LAZARTE, M.D.; HENRY W. DODGE, Ja., M.D.; ano COLIN B. HOLMAN, M.D. 
Rocnester, Minn. 


In earlier work with electroencephalo- 
grams recorded by means of contacts on the 
scalp, Gibbs and associates(1), Jasper and 
co-workers(2), and Hoch and Kubis(3), 
among others, have discussed the possibility 
of electroencephalographic changes in pa- 
tients suffering from schizophrenia and other 
mental disorders. 

In the course of examination by means of 
depth electrography of 90 psychotic patients 
at the Rochester State Hospital, the electric 
activity of the brain has been recorded 
through 3,254 intracerebral microcontacts 
distributed as follows: frontal lobe, 2,516; 
temporal lobe, 191 ; diencephalon and parietal 
lobe, 336; occipital lobe, 176; cerebellum, 16; 
and olfactory bulb, 19. The technic has been 
described in a previous paper(4). Until 
more base lines are established, interpreta- 
tion of the findings must of necessity be slow. 

The complex electric activity recorded 
from the depth of the brain may be divided 
broadly into the following 3 groups: 
(1) Rhythms consistently present in all pa- 
tients; (2) rhythms appearing in response 
to physical or mental activation or in re- 
sponse to induced physiologic changes ; and 
(3) rhythms appearing intermittently in 
only a limited number of patients. 

In earlier communications(5,6), we at- 
tempted to interpret the meaning of some of 
the activity included in groups 1 and 2. We 
also demonstrated(6) the presence of the 
high-voltage paroxysmal rhythms included 
in group 3 in 22 of 40 chronically psychotic 
patients who had normal scalp electroen- 
cephalograms and no clinical symptoms of 
epilepsy. At present, the total has reached 34 
of 60 patients. 


1 This investigation was supported by research 
grants from the Minnesota Department of Public 
Welfare and the National Institute of Neurological 
Diseases and Blindness. 
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We shall now describe other rhythms be- 
longing in group 3. These rhythms are focal, 
are of high voltage, and appear episodically. 

At the beginning of an episode, these high- 
voltage rhythms usually show a gradual in- 
crease of activity until a maximum is reached. 
In most instances, the activity continues at 
this level for varying periods until it sud- 
denly stops. Occasionally, there may be a 
decrease in the activity before its sudden dis- 
appearance (Fig. 1). A few episodes were 
observed in some patients in the course of 
2 weeks of examinations; in others, several 
episodes were noted in a single (recording) 
period of 2 to 3 hours. These rhythms also 
have been encountered during anesthesia 
produced by thiopental (pentothal) sodium. 

The episodic appearance of these high- 
voltage waves demanded repeated examina- 
tion of equipment and technic. They were 
suspected at first of being technical artifacts 
but their reality was established later. Con- 
sideration has been given to the possibility 
of an artifact from the pulse in several in- 
stances, because these waves were synchro- 
nous with the pulse beat recorded in the elec- 
trocardiogram (Fig. 2). In other cases, 
however, this synchronism was not observed. 
Inhalation of amyl nitrite did not evoke or 
modify these waves. 

These rhythms varied in appearance but in 
the frontal lobe they usually consisted of 
rhythmic waves of 1 cycle to 3 cycles per 
second. The duration of the episodes in which 
these waves appeared varied from a half 
minute to 10 minutes. An extremely halluci- 
nated, chronically psychotic patient fre- 
quently argued rather loudly with President 
Eisenhower simultaneously with the appear- 
ance of the high-voltage slow waves in trac- 
ings from the ventral medial region of the 
frontal lobe (Fig. 3). 

As long as our study was limited to the 
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THIOPENTAL ANESTHESIA 
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Fic, 1.—Focal high-voltage slow waves from the frontal lobe during an episode of disturbance. Note the 
appearance of similar waves during anesthesia produced by thiopental sodium. 
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Fic. 2.—Episodes of focal high-voltage waves from the frontal lobe; note the relationship to the 
electrocardiographic waves. 
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Fic. 3.—Appearance of focal high-voltage slow waves with the start of hallucinations. 


4, \ 
/ \ 
\ 
/ a 
DURING HALLUCINATION i| 5\ \ 
— | 
| 
: ie 
| 
3 
b> 
. 


282 


DEPTH ELECTROGRAPHY IN DISTURBED PSYCHOTICS 


frontal lobe, no further progress was made. 
With the recently described improvement of 
the technic(7) using 46-gauge insulated wire 
in the electrodes, simultaneous recording 
from 80 contacts in the various regions of 
the head has been made possible. 

Episodes of high-voltage waves with spike 
components have been encountered in some 
tracings from the temporoparietal regions. 
The recordings obtained from one or two 
contacts in a few patients have shown classic 
high-voltage spikes (Fig. 4). 

Recent recordings from one patient gave 
further interesting information: 

This patient, as do many schizophrenic patients, had 
experienced auditory hallucinations for years and 
had talked with her “divine revelations,” especially 
with General MacArthur and the king of Sweden. 
She had episodes of confused and incoherent be- 
havior, with simultaneous exacerbation of her audi- 
tory hallucinations. One day, as she lay on the bed 
in the recording room and a routine depth recording 
was being performed, she started to talk to and 
about MacArthur. After about a half minute she 
started to argue—“MacArthur was out in the ele- 


~ 


vator shaft.” The first part of the recording (Fig. 
5) contained a few irregular waves, but as time 
went on there was a change, consisting mainly of 
the appearance of high-voltage discharges typified 
by spikes and waves from one contact (Fig. 6), with 
synchronous high-voltage activity building up in 
other regions, such as the temporal lobe and the 
area of the arrhythmic waves of 2 to 4 cycles per 
second in the frontal lobe. The main focus in this 
patient was in the parietal lobe. 

As the discharges changed and appeared as classic 
focal spikes, the patient argued loudly with Mac- 
Arthur and also started to talk to the king of 
Sweden. She became flushed from arguing (Fig. 
7); then quieted down a little (Fig. 8). The dis- 
charges in the record simultaneously diminished in 
voltage and then suddenly disappeared; the patient 
was quiet. The whole episode lasted 3 minutes. 
When questioned, she said that she usually did not 
argue with the “divine revelations” but stated, “As 
you were in immediate danger, I had to talk back 
to save your life.” One episode occurred during 
which a second-to-second correlation existed be- 
tween the patient's behavior and the electroen- 
cephalogram. 

In spite of the high-voltage activity in what ap- 
peared to be the main focus, the activity did not 
show much spread to the neighboring contacts. 


Pron 


f Ape ren WW. 


prop 


Fic, 
and tha’ 


J-souv 


recording during episode of disturbed behavior. The activity in channel 8 lasted 24 minutes 
t in channel 13 lasted 34 minutes. The patient was extremely confused at that time. 
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RECORDING DURING HALLUCINATIONS 
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Fic. 5.—This and figures 6, 7 and 8 were recorded from the frontal, temporal, parietal and occipital 
lobes of a patient during 3-minute episode of agitation and hallucination. Note in these figures the focal 
spikes in channel 7 from the parietal lobe and the changes in channel 2 from the temporal lobe. 
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RECORDING DURING HALLUCINATIONS 


ARGUING 


PULSE RATE 60 PER MIN. 
Fic. 6.—These recordings were made when the patient began to argue. 
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Fic. 7.—These recordings were made during a continuation of the argument. Note the synchronism 


lobe. 


between the slow waves in channel 6 from the frontal lobe and the spikes in channel 7 from the parietal 
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RECORDING DURING HALLUCINATIONS 


TALKING QUIET & RELAXED 


Fic. 8.—The patient ceased arguing and became quiet. 
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However, synchronous discharges of more unspecific 
nature were recorded from more distant regions, 
such as the ventral medial portion of the frontal 
lobe. The changes in the recording from the 
temporal lobe also were pronounced. These findings 
indicate connecting pathways. 

Throughout the study, the patient frequently 
spoke quietly with her “divine revelations” (Fig. 
9) and simultaneous changes were seen in the re- 
cordings from the temporal lobe. The complete 
record (Fig. 10) revealed that a certain correlation 
appears to exist between the activity obtained from 
this region of the temporal lobe and the medial 
ventral portion of the frontal lobe. However, this 
relationship was not always equally prominent. 


We have recorded short periods of focal 
high-voltage discharges from 15 chronically 
psychotic patients. One or more contacts 
have been in or close to a discharging focus 
in 3 patients studied lately. High-voltage 
spikes and waves were recorded from the 
focus in these patients. 

All the patients concerned in this study are 
chronically psychotic and have been hospital- 
ized for an average of 9 years, with no prior 


indication of any convulsive seizures. Parox- 
ysmal bursts of waves of 2 to 5 cycles per 
second were encountered in depth recordings 
from all of them. A close relationship be- 
tween the patient’s acute episodes of psy- 
chotic behavior and the electric activity re- 
corded was found. The findings in this study 
draw attention to the presence of focal spike 
discharges in some chronically psychotic pa- 
tients during episodes of disturbance or hal- 
lucinations or both and to the presence of 
changes in the activity of the temporal lobe 
and probably the frontal lobe during halluci- 
nations. 

It is our opinion that no further conclu- 
sions as to the diagnostic and clinical sig- 
nificance of these findings should be made 
at this time. 
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Fic. 9.—Recording from the temporal lobe during hallucination without agitation (same patient). 
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LYING VERY QUIET 


Fic. 10.—Surface and depth recordings with and without hallucinations; eyes were open (same patient). 
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PERSPECTIVES IN PSYCHIATRIC RESEARCH 
KARL A. MENNINGER, M.D., Torexa, Kans. 


The members were welcomed in behalf of 
the separate institutions that make up the 
Menninger Foundation in Topeka. It was 
pointed out that the hospital and clinic were 
developed to fulfill a need for treatment, 
being fundamentally medical in nature. The 
evolution of the conception of the nature of 
disease and also of the role of the physi- 
cian was described. It was emphasized that 
empirical treatment methods should be 
strengthened by “checking, recomparing, and 
otherwise evaluating the subsequent develop- 
ments.” Ps chotherapy is one of these. To 
assess objectively the value of psychother- 
apy is a most difficult task but to do so is a 
duty to which the Foundation is committed. 
If psychiatrists cannot replace intuitive faith 
with substantiated convictions, research in 
psychotherapy would hardly be worthwhile. 
Toward this end it is better to disprove than 
to confirm, for that is the most effective way 
of improving our methods and of seeking 
new and more promising treatment tech- 
niques. Thus, research in psychotherapy is 
most important and commands the respect 
and gratitude of fellow workers and potential 
patients throughout the world. 


DISCUSSION 


Joun C. Epernart, Pu. D. (Bethesda, Md.).— 
Since the end of World War II, psychiatric research 
has increased considerably in quantity and improved 
in quality. Evidences are: increased numbers of 
requests for research funds from the National Insti- 
tute of Mental Health, improvement in the quality 
of research proposals, particularly in experimental 
design and methods of data analysis, and increased 
interest in research on the part of many hospitals, 
clinics, and universities. 

Funds for psychiatric research have also increased. 
Appropriations to the National Institute of Mental 
Health for research grants and fellowships have 
grown from $450,000 to $2,750,000 in 7 years. Addi- 
tional support for research has come from other 
Federal agencies, State governments, and private 
foundations. Approximately 4 of the more than 
$7,000,000 paid out in research grants by the Na- 
tional Institute of Mental Health during this period 
has gone to psychiatrists; the remaining 4 went to 
investigators in such other fields as psychology, 
physiology, biochemistry, sociology, and other medi- 
cal specialties. 

Despite some recent research gains there is still 
a long way to go before solutions are found to the 
serious problems of mental illness. The principal 
needs seem to be: (1) new research ideas, (2) more 
trained investigators, (3) better research facilities, 
and (4) additional funds for the support of research. 


CRITERIA OF CHANGE IN THE PATIENT DURING PSYCHIATRIC 
TREATMENT, AND THE MEASUREMENT OF CHANGE 


JAMES G. MILLER, M.D., Pu. D., Cuicaco, 


The scientific method as traditionally un- 
derstood in the physical and biological sci- 
ences is applicable to research on psychiatric 
treatment including psychotherapy. Science 
is often overrated in our culture, for it is 
only one—and a limited—approach to ex- 
perience, correlative to the artistic and re- 
ligious or ethical approaches. It has its own 


1 The items hereunder are brief abstracts of re- 
ports and discussions thereof presented at the Re- 
gional Research Conference sponsored jointly by 
The American Psychiatric Association, The Men- 
ninger Foundation and the University of Kansas 
School of Medicine, Topeka, Kans., Oct. 23-24, 1953. 


rules or procedural assumptions—under- 
standing is demonstrated by prediction ; this 
assumes determinism; general laws of ever- 
increasing accuracy are the goal; it is a public 
endeavor, employing the agreed-upon dimen- 
sions of the antimeter-gram-second system 
and operational definitions. Private phenom- 
enal experience can be a fruitful source of 
hypotheses for public testing. 

Scientific methods valuable in measuring 
change in psychiatric treatment are: the fol- 
low-up; the subdivision of prolonged thera- 
peutic courses into briefer units; the use of 
matched controls, “own” or “wait” controls, 
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analysis of variance controls, perhaps Mar- 
kov processes controls. To test hypotheses 
about the nature of change in treatment, di- 
agnostic tools are necessary, among which are 
ratings of protocols, 2-sorts, Osgood’s se- 
mantic differential, projective methods, 
physiological measures, methods of quanti- 
fying social interactions. 

Numerous, often conflicting, criteria of 
change or success in psychiatric treatment 
exist: self-satisfaction, “internal adjust- 
ment,” adjustment to society, work adjust- 
ment to home environment, disappearance of 
symptoms, psychological changes, self-ad- 
justment congruent to therapist’s ideal, social 
adjustment congruent to therapist’s ideal, and 
others. All of these are capable of objective, 
scientific measurement, potentially in terms 
of a single, embracing theory of behavior 
which can resolve present differences among 
therapeutic schools. 


DISCUSSION 


Garoner Murpny, Pa. D. (Topeka, Kans.).— 
This stimulating presentation has covered the 
ground so well that I would feel inclined not to 


criticize so much as to suggest immediately some 
possible expansions of the theme. Can we, for ex- 
ample, evaluate the patient’s progress at all levels 
at once? Changes in the distribution of striped 
muscle tonus, for example, and changes in unstriped 
muscle activity (such as arterial walls and gastro- 
intestinal tract) are often associated with alterations 
in the patient’s struggle for health. 

We turn then to measures of perceptual changes, 
which under the influence of projective testers are 
among the important new approaches to changes 
in the patient. Perceptual changes, in turn, lead to 
a consideration of the measurement of change by 
reference to action: devices developed by social sci- 
entists, such as short sample techniques ; continuous 
behavior records; “on the spot” observations of 
critical responses; and planned behavior testing. 
This leads to measures of ego strength in the broad- 
est sense, including capacity for autonomous de- 
cision and for reality testing. Finally we should 
reach out for evaluation and measurement of the 
changed social relationships of our patients as seen 
in terms of interpersonal transactions. 

We shall obviously need a team of therapists, 
psychiatrists, internists, psychologists, and social 
workers making an integrated evaluation of changes 
which may be expected under the conditions of ob- 
servation which Dr. Miller has described. Ulti- 
mately, of course, we have a value judgment to 
make as to which of the changes are socially most 
important. 


THE USE OF MATCHED GROUPS IN THE EVALUATION OF 
CONVULSIVE AND SUBCONVULSIVE PHOTOSHOCK 
GEORGE A. ULETT, M.D., Pu.D., GOLDINE C. GLESER, Pu.D., BETTYE M. 


CALDWELL, Pu.D., ano KATHLEEN SMITH, M.D. 
Sr. Louts, Mo, 


In order to cope with the many theoretical 
and practical problems attendant on psychi- 
atric research and yet maintain scientific 
rigor, it is generally necessary to delineate the 
scope of such investigations so as to answer 
well-defined questions. We have attempted 
to meet these problems with rezard to an 
evaluation of convulsive and subconvulsive 
photo-shock therapy by confining our atten- 
tion to the efficacy of these treatment methods 
relative to electroshock therapy, and by evalu- 
ating changes in the patients after a limited 
period of time. In this current research proj- 
ect, equivalent groups are obtained for each 
treatment procedure and for a control group 
by matching patients on the basis of diag- 
nosis, age, sex, education, and chronicity, 
and by assigning such matched patients on a 
random basis to one of the 4 groups. The 


procedures are equated in terms of total 
number of treatments, utilization of sedation 
before treatment, and amount of routine 
hospital care. The inclusion of both an EST 
group and a control group makes the research 
complete within itself and not dependent on 
comparison with results of other investi- 
gations. 

Some of the practical difficulties encoun- 
tered in matching groups, equating proce- 
dures, handling a control group, and obtaining 
objective, unbiased evaluation of changes in 
the patient are discussed. 


DISCUSSION 


Harotp E. Himwicn, M.D. (Galesburg, Ill.).— 
In a capably managed investigation, Dr. Ulett and 
co-workers chose their patients for certain important 
characteristics and then randomized them into 4 
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groups. To randomize is wise and relatively easy. 
Matching is much more difficult. It may be used 
with rats, litter mates which are the progeny of 
brother and sister matings for many generations. It 
does not however apply equally well in humans 
even to identical twins, necessarily brought up in 
different environments. The problems of matching 
groups for a study of the dynamic psychiatric 
changes resulting from therapy are almost insur- 
mountable. The investigator can never be sure he 
has chosen the most significant characteristics in the 
selection of his patients. Furthermore he does not 
know all the important determining factors. If the 
reliability and validity of a study depend upon the 
accuracy of matching, the investigation is necessarily 
weakened. An investigator, however, has the right 
to control a number of variables in the selection of 
his experimental subjects, and then to randomize 
them, as was done by Dr. Ulett and his group. A 
similar technique was also necessarily employed at 
the Galesburg State Research Hospital in a study 
of the effects of large doses of glutamic acid on be- 


havior. Patients were chosen for certain character- 
istics: i.¢., I. Q., age, ability to speak English, etc., 
and then randomized into 2 groups. They were al- 
ternately placed on medication and placebo unknown 
to the observers. In addition to behavior, psycho- 
logical, physiological, and biochemical changes were 
studied. 


Donatp Watterson, M.D. (Topeka, Kans.).— 
The plan for follow-up outlined in Dr. Ulett’s paper 
stressed that there is no point in carrying out fol- 
low-up studies several years after the treatment if 
the particular treatment is not expected or intended 
to influence the patient’s condition at the moment. 
However, the question was asked whether a week 
after the end of convulsive treatment was not too soon 
to make a reevaluation of the status of the patient. 
By this time the patient could hardly have recovered 
from some of the immediate undesirable side effects 
of the treatment. Moreover, it was suggested that 
follow-up should extend systematically to perhaps 
6 months after the end of treatment, a somewhat 
longer period than that proposed by Dr. Ulett. 


A PLAN FOR TESTING THE EFFICACY OF A NEW DRUG IN THE 
TREATMENT OF ACUTE SCHIZOPHRENIA 


JOHN CLANCY, M.B., B. Cu., ABRAM HOFFER, M.D., Pu. D., JOHN LUCY, M.R.CS., 
L.R.C. P. HUMPHREY OSMOND, M.R.C.S., L.R.C.P., JOHN SMYTHIES, M. B., 
B.Cu., ano BEN STEFANIUK 
Weysurn, Sask., CANADA 


This paper mentions some of the difficul- 
ties that beset the research worker, many of 
which are peculiar to psychiatry. It describes 
the experimental setup that was used to test 
the efficacy of a new substance supposedly 
effective in the treatment of schizophrenia. 
The trial was sponsored by the Mental Health 
Division of the Canadian Department of 
Health and Welfare, and the planning and 
execution were performed by members of the 
Saskatchewan Psychiatric Research Group 
after ratification by the Department and its 
statisticians. 

Special attention was paid to the selection 
of patients and controls, stabilization of the 
environment, and assessment by reasonably 
unbiased observers. For reasons that are dis- 
cussed, a rapid interview method was used 
for assessment, using a form of interview 
and numerical rating scale devised by the re- 
search psychologist and which, it is hoped, 
should be applicable to other experiments of 
this type. 

It is felt as a result of this trial that a 
closer understanding between the psychiatric 
team and the statisticians is needed. 


DISCUSSION 
H, H. Garner, M.D. (Chicago, Ill.).—The 


authors correctly indicate the complexity of the 
problem of research in schizophrenia. The fact that 
the schizophrenic process itself is so ill defined is 
readily apparent by the marked variations in diag- 
nosis from clinician to clinician, There is a great 
deal of reason to consider the schizophrenic syn- 
drome as a series of perceptions, thought and be- 
havior responses, which have an adaptive value. One 
may see a wide variability of responses over a wide 
range of possibilities of minimum or maximum re- 
actions. Symptoms may be latent or overt. One ex- 
aminer may see a schizophrenic adaptation as hav- 
ing begun; another may consider the person well 
integrated and having good ego strength. The neces- 
sity of developing some baseline of operation in 
terms of what constitutes the schizophrenic patient, 
and what constitutes improvement or cure is almost 
self-evident. The authors emphasize the need for 
such an orientation and the complete lack of sig- 
nificance in any therapeutic evaluation without such 
an orientation. 

All therapeutic research must of necessity be re- 
lated to theories of etiology. Any research in schizo- 
phrenia in which drugs are used might utilize any 
of the following concepts of etiology currently in 
vogue and from time to time being considered 
dominant theories on etiology of schizophrenia: 
hereditary constitutional theories; toxic, traumatic 
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and infectious disease concepts; stress of activity 
with running down and disintegration of the func- 
tioning of bodily organs; socio-economic and eco- 
logical theories; theories of repression and regres- 
sive adaptation. 

This paper is predicated apparently on a theory of 
etiology, related to toxic, degenerative, or infectious 
changes. 

The work of Magoun and French on the alerting 
mechanism in the medical reticular substance of the 
brain stem may have more than usual significance 
for drug therapy of the psychotic disturbances. 
Through disturbances in the alerting mechanism 
such phenomena as withdrawal from external ob- 
jects, so that the world is no longer invested with 
libido, leading to depersonalization and the feelings 
of world destruction, mutism, etc., may take place. 
The expression of a narcissistic overinvestment of 
bodily organs with feeling and the needs for con- 
trolling intense investments of bodily organs by 
counter cathexis are psychological descriptions for 
the phenomena which might have neurophysiological 
counterparts in the varying degrees to which 
estrangement and lack of awareness of specific 
organs are expressions of varying degrees to which 
the alerting mechanisms make one aware of one’s 
bodily feeling and organs. Many of the other 
disturbances characteristic of the schizophrenic in 
thinking, affect, dissociation, hallucinatory, and de- 
lusional phenomena may likewise have important 
neurophysiological components related to the alert- 
ing mechanism in terms of the influence of such a 
mechanism in making any series of internal or ex- 
ternal impulses more or less aware to consciousness. 

I wonder if the reverberating circuits suggested 
by Kubie and elaborated neurophysiologically by 
Pitts and McCullock, Weiner, and others are stimu- 
lated by the alerting mechanism which possibly de- 
termines which impulses would pass to any particu- 
lar reverberating circuit. 

With such teamwork and attempts at careful 
evaluation of variables as is evidenced by the authors 
in their studies, we may reach a capacity for con- 


trolling, by biochemical means in a selective manner, 
such impulses as will tend to make the individual 
more readily receptive to object-directed feelings 
and perceptions, which aid in reality testing and 
dampen awareness of needs to withdraw object 
directed feelings, and those perceptions which make 
reality testing difficult. 


Gotptne C. Greser, Pu. D. (St. Louis, Mo.).— 
This presentation is an excellent example of the 
thought, planning, and preparation which must go 
into a research design if the results are to be valid 
and meaningful. Many of the points considered, 
such as: limiting the investigation to specific prop- 
ositions for which rigorous answers may be ob- 
tained; providing a control group; and standard- 
izing all procedures for handling subjects, are 
applicable to a wide range of problems. A particu- 
larly excellent precaution in this study eliminating 
all bias in handling and evaluating subjects was that 
no one connected with the project could determine 
which were control and which experimental subjects. 

In studies dealing with new drugs questions arise 
regarding quantity and frequency of dosage and 
possible relationship with factors such as age and 
weight of subject. These questions require con- 
siderable preliminary investigation before the thera- 
peutic value of the drug can be assessed. 

The problem of evaluation of results in therapy 
still poses the greatest difficulty in psychiatric re- 
search. Unfortunately, just because one expresses 
results numerically does not mean that one has a 
measure in the mathematical sense. At present we 
must usually resort to ordered categories defined as 
objectively and operationally as possible. Multiple 
raters and trial ratings on a preliminary group fol- 
lowed by comparison and discussion are desirable to 
increase the reliability of the criterion. Where 
multiple ratings are used, their intercorrelations 
should be obtained. High relationships indicate a 
common factor, thus the summed score is meaning- 
ful and can be used to test over-all differences. Sta- 
tistical tests should be made on separate ratings only 
if they are relatively independent. 


METHODOLOGICAL PROBLEMS IN A RESEARCH APPROACH 
TO SCHIZOPHRENIA 


NATHANIEL 8S. APTER, M.D., Cuicaco, 


In this work I have had the unusual oppor- 
tunity of collaborating with a large number 
of preclinical and clinical representatives of 
the biological sciences. We have adopted the 
attitude that it is not necessary to share the 
same views about the etiological and psycho- 
logical factors operative in schizophrenic re- 
actions in order to work together, regarding 
psychotic reactions, The collaborative efforts 
represent our willingness to exploit one an- 
other’s method and interest in various 
problems of schizophrenia. The essential prin- 
ciple of the research approach is that behav- 


ioral changes may be expected to emerge in 
some chronic schizophrenic patients as a con- 
sequence of modifying physiological proc- 


esses involved in cerebral metabolism. The 
modifications in behavioral patterns thus in- 
duced comprise the psychiatric data which 
are regarded as restitutive or regressive 
mechanisms available to the patient within 
the limits of the procedure employed. The 
immediate gain for the psychiatrist is access 
to an experimental approach within biology 
without relinquishing clinical psychiatric per- 
spectives derived from psychoanalytic psy- 


ie 
: 
— 
My 
3 
at. 


1955] RESEARCH 


ABSTRACTS 293 


chopathology. One of the significant advan- 
tages of the clinical psychiatric method, 
namely, the detection, recognition, and inter- 
pretation of behavioral changes occurring 
within the individual patient, is retained. 
Maintenance of this perspective is necessary 
in order to emphasize that the variety of 
clinical pictures in the schizophrenic reactions 
may represent different etiological factors at 
work. The purpose of such an approach is to 
determine how well clinical psychiatric 
methods can provide direction to the bio- 
logical sciences and conversely, how the bio- 
logical sciences may contribute to the clari- 
fication of various schizophrenic reactions. 
The eventual goal is to provide a clinical psy- 
chiatric framework upon which different 
classes of data from ancillary disciplines may 
be meaningfully integrated. 

This presentation consist of : a discussion 
of the development of the research approach ; 
a consideration of its theoretical implications ; 
and explanation of the din-ensions used for a 
conceptual model of schizophrenic reaction ; 
observations on bilaterally adrenalectomized 
chronic schizophrenic patients, and the effects 
of various cortico-convulsants in convulsant 
and subconvulsant doses ; and some example 
of psychodynamic constellations and their 
bearing on questions of reversibility and ir- 
reversibility in schizophrenic reactions. 


DISCUSSION 
Donatp Watterson, M.D. (Topeka, Kans.).— 


Everyone was impressed by the notable thoughtful- 
ness of Dr. Apter’s paper and by the value of such 
explicit statements of the theoretical framework 
within which observations and experiments were 
to be made. He found the presentation admirably 
lucid and consistent. However, he thought it highly 
desirable that in clinical psychiatric research a 
comprehensive theoretical point of view should go 
hand in hand with the sensitive and careful selection 
of some small and manageable area of inquiry. As 
an example of the latter he cited Gjessing’s bio- 
chemical research into catatonic schizophrenia in 
which the focus of observation was maintained per- 
tinaciously over many years on certain simply re- 
corded behavioral data on the one hand and on the 
estimations of total nitrogen metabolism on the 
other. He wondered by contrast whether perhaps 
the work of Dr. Apter and his colleagues might not 
be too wide in scope, ranging as it already does from 
complex studies of adrenalectomy and substitution 
therapy in chronic schizophrenic patients to de- 


terminations of the degree of reversibility of schizo- 
phrenic patterns of behavior by means of unsub- 
stituted hydrazides combined with photic stimulation, 
Dr. Watterson was not certain to what extent 
this question of the appropriate breadth of inquiry 
could be settled on a rational basis, or to what ex- 
tent it was a matter of personal taste of the ex- 
perimenter. His own preference was a combination 
of freely ranging thought and narrowly focused 
specific inquiries put to the test by simple experi- 
mental design. 


J. Correr Hirscuperc, M. D. (Topeka, Kans.).— 
The goal of Dr. Apter’s excellent paper was to 
determine whether or not psychodynamic concepts 
of schizophrenic reactions could be correlated with 
biological data. In attempting to do this, he tried to 
produce significant changes in the internal physio- 
logical environment of the patients studied, and to 
modify physiological processes involved in cerebral 
metabolism. By a combination of psychiatric methods 
and experimental psychological tests, Apter and 
Halstead found that organic cerebral changes (both 
reversible and irreversible) could be detected earlier 
by altered activities of the ego (mainly degradation 
and restitution) than by neurological or electro- 
encephalographic evidence. 

Apter’s studies view schizophrenic reactions as 
disorders of adaptation without differentiation by 
clinical psychiatric methods between reversible and 
irreversible schizophrenic patients, but with various 
degrees of reversibility and with a number of 
etiological facts at work. 

Among the other values of this paper, it illustrates 
that, in the study of physiological factors in be- 
havior, progress comes from an interchange and co- 
ordination of clinical and experimental techniques, 
and further it demonstrates that complex human 
behavior cannot be adequately evaluated outside of 
its social setting. 


Bari, M.D. (Lincoln, Nebr.).—There 
is no dichotomy between mind and body—the con- 
cept of the person as a totality is generally accepted. 
If one alters the internal milieu of the person, the 
total adjustment picture will likely change. 

This paper contains much food for thought. It 
contains a hypothetical framework of a research de- 
sign, the research design and a conceptual model of 
schizophrenia, etc. It is difficult to see how some 
of the elements of the paper integrate with each 
other. How does the genetic dynamic concept of 
schizophrenia integrate with the total paper? 

While it would be difficult, it would be more satis- 
factory if this paper were oriented more specifically 
toward the given issues rather than its very general 
orientation. In our present state of knowledge, how- 
ever, we have very little information of a specific 
nature in regard to the issues raised here. The 
author’s paper on the one hand is an attempt to 
clarify some of these issues; yet, on the other hand, 
reflects the uncertainty of our knowledge. 
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PSYCHOTHERAPY—A REVIEW AND AN INTEGRATION 
JULES H. MASSERMAN, M.D., Cuicaco, It. 


The thesis that psychiatry has evolved 
through former mystical and taxonomic 
phases to its present dynamic status needs 
modification in at least 2 important respects : 
(1) that man has always sensed the de- 
terminants of his own conduct, has expressed 
this understanding poetically and has used it 
therapeutically in nearly every way now 
known, and (2) that many of our present 
concepts about human behavior remain 


largely mystical. To clarify the basic elements 
in psychotherapy, its historical development 
will be reviewed, and certain recent contribu- 
tions of neurophysiology and of comparative 
and experimental psychology to clinical ther- 
apy and practice will be summarized. Finally, 
the necessity of respecting and preserving 


certain delusions or Ur-defenses essential to 
mankind and relevant to all forms of psycho- 
therapy will be discussed. 


DISCUSSION 


Hersert S. M.D. (Denver, Colo.).— 
Dr. Masserman has reviewed his many contributions 
to psychotherapy as a result of the studies in his 
laboratory. We are extremely indebted to him and 
others who have made outstanding contributions to 
our understanding of human behavior as a result 
of their animal experimentation. 

Dr. Masserman has been a pioneer in the field 
of experimental neuroses in animals. The intro- 
duction of this methodology in the study of behavior 
has increased our knowledge and made it possible 
for us to study single aspects of rather complex 
phenomena. It has enabled us to broaden our theo- 
retical knowledge and through its application to 
improve our therapeutic skills. 
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THE FUNCTION OF THE PSYCHIATRIC SOCIAL WORKER AT 
WESTERN PSYCHIATRIC INSTITUTE 


FRANCES M. FISHER,' Prrrspurcn, Pa. 


The Western Psychiatric Institute and 
Clinic of the University of Pittsburgh Medi- 
cal School consists of 5 departments inter- 
related by the common purposes of treatment, 
teaching, and research. These are the medi- 
cal, nursing, social service, psychology and 
occupational therapy denartments. Each 
carries on a program of professional training. 

The medical department trains physicians 
and medical students in clinical psychiatry 
in a 3-year program. The nursing depart- 
ment offers a 3-month affiliation to under- 
graduate nurses from other hospitals, with 
instruction in psychiatry and experience in 
psychiatric nursing. It also provides experi- 
ence for graduate nurses working toward a 
bachelor’s degree with a major in psychiatric 
nursing, as well as for the mental hygiene 
consultants, who are recipients of U. S. 
Public Health Service stipends. The psy- 
chology department trains clinical residents 
in psychology, and the occupational-therapy 
department provides experience for students 
in occupational therapy from Ohio State 
University. The departments work together 
in interpreting the different disciplines to the 
students. For a long time the resident staff 
had discussed the question of the specific 
function of the psychiatric social worker at 
the Institute. The medical staff wanted a 
clear statement of the distinction between 
the psychotherapy practiced by the residents 
and the casework of the psychiatric social 
workers, After ample discussion by the chief 
psychiatric social worker with individual 
second- and third-year residents, as to their 
concept of the function of the psychiatric 
social worker, a statement was prepared and 
submitted to the medical staff for their ap- 
proval. The medical staff—at that time 6 
psychiatrists—agreed that the statement, 
which is presented below, would have much 


1 Director of Social Service, Western Psychiatric 
Institute and Clinics, Pittsburgh 13, Pa. 


meaning for the residents, and that it should 
be placed in the handbook for residents. This 
formulation of function is being used to 
clarify relationships between 36 residents 
in psychiatry and 9 psychiatric social workers. 
It is a foregone conclusion that it may not 
be appropriate in other settings, however it 
is singularly appropriate here, where the 
resident carries major responsibility for the 
treatment of the patient and the psychiatric 
social worker for work with the relatives. 
The psychiatric social worker at the Insti- 
tute does concurrent casework with the rela- 
tives of patients in psychotherapy. This case- 
work is patient focused, since it deals with 
the day-to-day anxieties caused by the pa- 
tient’s living in the home while in psycho- 
therapy, or while in the hospital. The psy- 
chiatric social worker deals with the relatives’ 
problems: marital or economic difficulties, 
separation, housing, homemaking service, 
placement of children, etc. These problems 
may be increased or accentuated or decreased 
by the psychotherapy the patient is under- 
going. The psychiatric social worker works 
with conscious reality problems. These may 
be eased by casework which is supportive, 
clarifying, and interpretive. They may be so 
modified as to effect a positive change in the 
environment in which the patient lives or to 
which he will return after hospitalization. The 
psychiatric social worker does not attempt to 
interpret unconscious motivations to the rela- 
tive except in rare instances, nor does he dis- 
cuss dreams. If a relative brings out material 
that indicates a psychotic trend the social 
worker discusses this with the patient’s psy- 
chiatrist who may then request that the rela- 
tive be referred to another psychiatrist for 
therapy. Since the relative has had an oppor- 
tunity, when the patient is admitted to the 
hospital, to meet the patient’s therapist, a 
sense of relationship between them has al- 
ready been established. Thus the relative’s 
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problems regarding the patient are handled 
by the psychiatric social worker in close col- 
laboration with the psychotherapist. These 
p-oblems may relate to any changes during 
psychotherapy of the patient or during the 
casework interviews with the relatives. 

The psychiatric social worker is qualified 
to compile a social study from the following 
sources: relatives, friends, other social agen- 
cies, ministers, employers, labor unions, phy- 
sicians, and hospitals. The compilation of 
this social study is a constantly reformulated 
body of information. This is actually the 
beginning of a casework relationship with 
one family member, The family member ac- 
cepts responsibility for planning prior to pa- 
tient’s admission, during his hospitalization, 
and after his discharge. The casework rela- 
tionship affords the relative an opportunity 
to discuss his own negative and positive feel- 
ings regarding the patient. The relative may 
feel free to talk about himself and his own 
needs. This form of casework service leaves 
the psychiatrist free to develop a relation- 
ship with his patient. The relative may freely 
discuss with the psychiatric social worker his 
own feelings regarding the treatment of the 
patient, as well as his own part in the pa- 
tient’s illness. This he frequently cannot do 
with the patient’s doctor, who is identified 
with the problems of the patient, and cannot 


therefore include the family in his focus 
while the patient is in therapy. 

The psychiatric social worker may act as a 
consultant to the psychiatrist regarding the 
use of community resources. Since all cases 
are cleared with the Social Service Exchange, 
the psychiatric social worker may, at the time 
of the patient’s admission, indicate to the 
doctor what community agencies have worked 
with the family or patient in the past, so that 
the doctor may get information from these 
agencies to help the patient find employment, 
make a new living arrangement, or further 
his education. The psychiatric social worker 
may assist the doctor in compiling a social 
study by acting as consultant regarding in- 
formation that would be most valuable to him 
in his understanding of the patient. 

After the compilation of the social study 
by either the psychiatric social worker or the 
doctor, a decision may be reached as to 
whether or not the relative will respond to 
case-work service. Some relatives, because 
of lack of insight, long-time patterns of de- 
pendency, and unwillingness to participate in 
treatment goals, are deemed unsuitable for 
casework treatment. The decision is reached 
by mutual discussion between the psychiatrist 
and the caseworker. But, if at some future 
time casework service may be indicated, the 
doctor will feel free to refer the case to social 
service for further exploration. 
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This study, based on group psychotherapy 
experiences at the Veterans Administration 
Hospital in Phoenix represents the prelim- 
inary observations and findings of over 2 
years’ work with hospitalized patients, pri- 
marily psychotic veterans, the majority clas- 
sified as schizophrenic. The average age was 
34.2 years. Almost all were acutely ill at the 
time of admission to the hospital. The pa- 
tients attended an average of 25.8 group ses- 
sions during an average 9.6 weeks. One- 
hour group therapy sessions were held 3 
times a week. 

In addition to the advantages of group 
treatment of psychotic patients summarized 
by Frank(1), our experiences have indicated 
that group psychotherapy is particularly ad- 
vantageous for hospitalized, acutely ill schiz- 
ophrenic patients, and that our findings have 
been sufficiently consistent to warrant re- 
porting as a basis for further investigation. 
Briefly, the major impressions of this study 
are: 

The understanding of the distortions in 
perception and behavior of the patients in 
their interpersonal relationships is more 
readily achieved in group treatment than in 
individual treatment. One of the most im- 
mediate tasks in group therapy with actively 
disturbed psychotics is to build bridges of 
communication among the members of the 
group and between patients and therapists. 
The inability to establish and maintain 
healthy interpersonal relationships makes the 
schizophrenic patient difficult to treat. Group 
treatment often provides the initial bridge of 
communication which permits the opening 
up of other avenues to a more healthy adjust- 
ment. It is our observation that group treat- 
ment is effective because schizophrenics 
appear to have a special capacity for com- 
municating with each other. Acutely dis- 


1 Chief Clinical Psychologist, Veterans Admin- 
istration Hospital, Phoenix, Ariz. 


CLINICAL NOTES 


OBSERVATIONS ON GROUP PSYCHOTHERAPY WITH 
HOSPITALIZED PATIENTS 


AARON H. CANTER, Pu.D.,) Puoenrx, Ariz. 


turbed and hallucinating schizophrenics ap- 
pear to understand one another’s behavior and 
symbolic productions and to be able to trans- 
late one another’s distortions successfully. 

For example, in several of the early ses- 
sions with our psychotic groups the therapist 
was unable to understand fully the state- 
ments and feelings of group members con- 
cerning hallucinations. Nevertheless, the pa- 
tients were able to communicate readily with 
each other, and in several consecutive ses- 
sions they were able to arrive at some fairly 
satisfactory methods of dealing with hallu- 
cinations. The bewilderment of this worker 
was shared by the rest of the staff when the 
recordings of these sessions were played back 
in staff conference. Even when typed tran- 
scripts were gone over several times the staff 
found understanding difficult. Nevertheless 
the fact remains that the schizophrenic pa- 
tients readily understood each others’ ver- 
balizations. 

Another interesting point is that these 
symbolic distortions, the “peculiar” schizo- 
phrenic thinking, can be understood by the 
therapists after patient study. We can cite 
experiences in which staff members other 
than the regular therapist substituted or ob- 
served the therapeutic sessions and were 
completely “out of contact” with the patients. 
Nevertheless the regular therapist or ward 
personnel could respond adequately to the 
patients’ verbal productions and behavior. 
Another interesting aspect of studying the 
group recordings was that other staff mem- 
bers could begin to understand better the pa- 
tients’ verbalizations when given some in- 
sight into their conflicts. Needless to say, the 
group therapy experiences facilitated indi- 
vidual therapy with patients. Parenthetically 
it should also be noted that our experiences 
with these groups indicate that group and 
individual therapy are complementary proce- 
dures and applied together are more effective. 
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Another observation is that the learning 
of new behavioral patterns or the modifica- 
tion of old patterns is best achieved for some 
patients in group therapy because of advan- 
tages inherent in the group situation. Be- 
cause man is a gregarious animal, it is logical 
to encourage the learning of new patterns 
through the medium of the group. Group 
therapy encourages social adjustment and 
communication, and often makes possible the 
initial breaking through of the pattern of 
isolation. There is an obvious alleviation of 
emotional tension derived from a sharing of 
experiences beyond the benefits of mere 
catharsis, for there is a wider acceptance as 
experiences are partially relived within the 
group. Within the permissive and safe con- 
fines of the hospital group the patients can 
feel free to voice their dissatisfactions, their 
anger, all of their feelings, and learn that 
these are not unique, overwhelming, and that 
they can be and are managed by others. 

Since the creation of this program there 
has been a general change in the attitude of 
the patients toward their fellow group mem- 
bers and toward the ward itself. Relation- 
ships have been formed between members of 
the group which have continued, in several 
cases, after the transfer to the open ward. 
Many have requested and been given permis- 
sion to return for group meetings and it is 
now our policy for the patient to continue in 
group therapy after transfer to other wards. 
Patients have requested and been permitted 
to return for group meetings even after dis- 
charge from the hospital. 

The increasing number of discharged pa- 
tients has finally led to the formation of an 
outpatient group of previously hospitalized 
patients, In the early part of 1955, it became 
apparent that many of the former patients 
had made a relatively good adjustment out- 
side of the hospital. Many of them had re- 
sumed their former occupations or found 
new jobs which meant that they could not 
attend group therapy at the hospital 3 times 
a week during the day. In response to their 
requests, a new group of “graduates” was 
constituted and now meets once a week in 
the evening. The “graduate” group, it seems, 
has focused increasingly on problems of ad- 
justment to the world about them. There has 
been an increasing awareness of their need 


for change (i.e., what can we do about being 
lonely or isolated from others?). There is 
apparent in the “graduate” group the grad- 
ual disappearance of asocial tendencies, a 
reorientation of attitudes coupled with an 
active effort to do something about their 
problems in adjustment. It is felt that this 
program of gradual promotion to open 
wards, and then to the community, has 
served to reassure many patients, and has 
given them the support necessary to function 
adequately in society. 

It is not suggested that all of these patients 
have fully recovered ; on the contrary, many 
of them would probably now be classified as 
“ambulatory schizophrenics” who are adjust- 
ing better socially, vocationally, etc. This 
leads us to another point, which is that group 
therapy in the hospital for some patients has 
been the method of making a smoother tran- 
sition to society and to continuing outpatient 
treatment when it is needed. 

It has been observed by some workers, in- 
cluding Frank(3), that 


Introduction of group therapy in a ward of chronic 
schizophrenics was followed by a temporary in- 
crease in fights, torn laundry, and so on; however, 
later all indices of disturbance declined. 


With our patients (who are not chronic 
schizophrenics) we did not observe this tem- 


porary phenomenon. During the group 
hours there has been almost no tendency to 
violence among the patients. Antagonisms 
and hostilities have been encouraged to ex- 
pression verbally, and it has been our experi- 
ence that when disagreements have been 
thrashed out, underlying similarities in view- 
points may emerge thus increasing group co- 
hesiveness. It should be noted that on a few 
occasions one or two patients have been dis- 
continued from therapy, either at the pa- 
tient’s request or because the staff felt that 
group therapy would not be helpful. The 
selection criteria for this group, as well as 
the type of patient, may account for the dif- 
ferences from the Powdermaker and Frank 
studies. In general, it is our observation that 
the group experiences enabled patients to do 
something about their pent-up feelings and 
so gain relief which in turn led ultimately to 
a higher degree of socialization and improved 
ward morale, 

Summary.—We have presented some ob- 
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servations regarding group therapy. In the 
opinion of the writer, group therapy has cer- 
tain specific and unique advantages for the 
acutely disturbed patient of the type de- 
scribed. These advantages are: (1) schizo- 
phrenics appear to be able to understand one 
another’s behavior and symbolic productions 
successfully; (2) the learning of new be- 
havioral patterns or modification of old be- 
havior is best achieved for some patients in 
group therapy; (3) group therapy facilitates 
the transition and adjustment of the patient 


This is a report of 4 cases of peroneal 
nerve palsy observed as complication of 
electroconvulsive therapy in patients at the 
Fairfield State Hospital. This phenomenon 
is rarely seen as a complication of electro- 
convulsive therapy. In the past year over 
5,000 treatments were given at this hospital, 
and only 4 palsies were seen. 

Peroneal palsy has been observed following 
gunshot wounds, stabs, and cuts. It has also 
been reported from pressure, as from a 


plaster cast, or from a sustained squaiting 


position. It has been observed muse fre- 
quently in patients who show recent weight 
loss or arteriosclerosis. It has also been seen 
as a complication of diabetes. Toxic and in- 
fective etiologies have also been considered, 
with heavy metal poisoning, typhoid fever, 
tuberculosis, gonorrhea, and syphilis. A sud- 
den jump or powerful movement has been 
mentioned as a causal factor. The last is con- 
sistent with the type of movements seen 
during ECT. 


S. J., a 61-year-old housewife, admitted July 7, 
1954, was diagnosed as manic-depressive reaction, 
depressive type. Electrocardiographic examination 
revealed changes compatible with left ventricular 
strain. She was given a course of 4 ECT. About 
2 months after the last treatment, the patient began 
walking with a peculiar gait. Neurological con- 
sultation showed high stepping and a slapping gait 
of the right leg. Weakness, of extensors and evertors 


1 Resident in psychiatry, Fairfield State Hospital, 
Newtown, Conn. The author wishes to thank Jane 
E. Oltman, M. D., clinical director, and Samuel 
Friedman, M. D., assistant superintendent, for their 
assistance in preparing this report. 


PERONEAL NERVE PALSY SEEN IN PATIENTS TREATED WITH 
ELECTROCONVULSIVE THERAPY 


EDWARD MASON, M.D.,! Newrown, Conn. 


to the hospital, and to discharge from the 
hospital; (4) group psychotherapy greatly 
facilitates the patient’s ultimate adjustment 
to society. 
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of the right leg was seen. No sensory changes of 
a peroneal distribution were noted. A diagnosis of 
right peroneal nerve palsy was made. Physiother- 
apy and intramuscular administration of vitamin B 
were begun and the patient recovered in 3 weeks. 

E. W., a 64-year-old female, was admitted to the 
hospital January 5, 1955, and a diagnosis of in- 
volutional psychotic reaction was made. Electro- 
cardiogram showed a left ventricular strain. Mild 
diabetes, found on admission, was easily treated. 
ECT was started January 15, 1955. Coramine as 
Nikethy!l 0.375 gm. made up to 10 cc. with distilled 
water was administered intravenously prior to treat- 
ment to avoid postshock confusion. On January 28, 
1955, after § treatments, January 15 through 27, 
the patient was observed walking in an unusual 
fashion. Neurological consultation showed left 
peroneal nerve palsy with characteristic gait and in- 
ability to dorsiextend and evert foot and toes. There 
was a dysethesia in the peripheral distribution of 
the nerve, more of a slight hyperesthesia than hyp- 
esthesia. Physiotherapy was administered with im- 
provement of the palsy. The patient continued to 
receive ECT in view of her minimal psychiatric 
improvement. Three more treatments were given 
with no untoward reactions. 

M. W., a 60-year-old female, admitted to the 
hospital September 1, 1954, was diagnosed as manic- 
depressive reaction, depressed type. On September 
13, after 2 electroconvulsive treatments, the patient 
was noted to have a peculiar gait. Neurological 
consultation revealed a left peroneal nerve palsy 
with the high-stepping gait, inability to extend the 
toes and a hypesthesia in the lateral surface of the 
leg. Physiotherapy and vitamins were given. ECT 
was continued with one course of 15 treatments 
given weekly through October 15. The patient's 
palsy continued to improve despite the continuation 
of ECT. 

W. M., a 62-year-old male, admitted to the hospi- 
tal on February 17, 1955, was diagnosed involutional 
psychotic reaction. Physical examination revealed 
a malnourished male with evidence of recent weight 
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loss. Electrocardiogram showed interventricular 
block of the right bundle branch. Radiological ex- 
amination showed an advanced, generalized, pro- 
ductive type of osteoarthritis and evidence of calcifi- 
cation bridges in the intervertebral ligaments in the 
lower thoracic and upper lumbar areas. However, a 
course of ECT was indicated. Atropine sulfate, 
grains 1/75, was given intravenously prior to treat- 
ment in view of the cardiac status. The patient 
showed no untoward reactions to the first 2 treat- 
ments. The day following the third treatment, March 
24, the patient was observed walking with a peculiar 
gait. Neurological consultation showed a right per- 
oneal palsy with characteristic gait. There was in- 
ability to dorsiflex and evert the foot. There was no 
sensory hyperesthesia in the usual peroneal distribu- 
tion. This patient's psychiatric improvement made it 
possible to terminate ECT. Physiotherapy has been 
started and the palsy appears to be improving. 


DIscussiIoN 


The patients, 3 females and 1 male, were 
all in the same age group, between 60 and 64 
years of age, and their illnesses were of the 
same nature. Two were diagnosed as manic- 
depressive and 2 as involutional psychotics. 
In all cases, depressive features were pre- 
dominant. Prior to treatment all were in 
varying states of inadequate nourishment. 
All had been relatively immobile for long 
periods of time. There were 2 right-sided 
and 2 left-sided palsies. All the palsies im- 
proved with physiotherapy. 

Medical histories varied somewhat. Three 
of the patients had cardiac abnormalities 
demonstrated by electrocardiogram. The 
male patient had an interventricular block 
and had been given atropine prior to treat- 
ment. He also had evidence of advanced 
osteoarthritis, One of the females had di- 
abetes, newly discovered and controlled. 

Two of the patients had been given medi- 
cation prior to treatment, One received Cora- 
mine and another atropine. None had any 
toxic medication during their treatment time. 


One patient, S. J., developed peroneal palsy 
2 months following ECT, (4 treatments). 
One patient, E. W., developed the palsy after 
5 treatments. Three more treatments were 
given, and concurrently the patient received 
physiotherapy. A third patient, M. W., de- 
veloped palsy after 2 treatments. She then 
received a total of 15 treatments, with con- 
current physiotherapy appearing to bring 
about an improvement in the palsy. The male 
patient, received only 3 ECT’s. No further 
treatments have been given while his per- 
oneal palsy is being treated. 


CONCLUSIONS 


Four cases of peroneal palsy have been 
reported. One occurred 2 months after the 
cessation of ECT so that the role of ECT in 
its etiology is difficult to evaluate. Another 
occurred in a “iabetic and the role of the 
diabetes has to be considered with the ECT. 
The other 2 cases appear to be free of ex- 
traneous factors. 

All of these patients were in poor nutri- 
tion, were inactive and were in the age group 
where arteriosclerosis is often seen. These 
factors have been indicated as playing a role 
in the development of peroneal palsies. How- 
ever, the role of electroconvulsive treatments 
in the etiology of these peroneal palsies can- 
not be neglected and should be considered as 
a complication of ECT in older patients who 
have been depressed, immobile, and in poor 
nutrition, 
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REASSOCIATION OF DREAMS 
HAROLD A. ABRAMSON, M.D., New Yor Crry 


The repetitive dream and its significance 
have been of importance in theory and in 
therapy. The command dream following hyp- 
nosis has also been the subject of consider- 
able investigation. This report embodies the 
utilization of certain concepts in these 2 pro- 
cedures experimentally, by comrianding the 
patient under light hypnosis to reassociate a 


dream previously recorded verbatim and as- 
sociated. The verbatim transcripts of the 
first dream and 3 subsequent reassociations 
is the basis of this study from an eczema- 
asthma-hay fever syndrome. 

I was dreaming that my scratching was referring 


to what was going on in the radio, to what they 
were saying on the radio. But after that I don’t re- 
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member anything else, referring to any dreams or 
any thoughts while I was sleeping. Well, they were 
talking about the next song they were going to play 
which was the “Swan Song,” and I was dreaming 
about swans or something or putting something on 
my arms. I was scratching my arms at the time. 
It was very mixed up, nothing connected actually. 
Maybe I just heard what was said on the radio, but 
I was dreaming of something over my arms, but 
something soft like, like feathers. That when I woke 
up, then I realized that I wasn’t putting anything over 
my arms, that I was merely scratching them. That’s 
all I remember about it. And I realized then as I 
woke up, he must have been talking about things, 
and the “Swan Song,” because as I woke up he said 
that they were going to play the “Swan Song.” 


In the associations to this first dream (ses- 
sion 4) the significance of the swan as a threat- 
ening mother was overshadowed by the con- 
flicts of the patient’s relationship with her 
husband. Sufficient material was accumu- 
lated by the 81st session to reactivate the 
swan dream conflict. The patient was com- 
manded to redream the dream which was re- 
peated verbatim to the patient who then re- 
lated the dream as if she had dreamed it, 
while awakening from light hypnosis under 
which the dream was “redreamed.” In this 
session the patient regressed to the age of 2 


when she recalled being beaten by her mother 
for playing with a doll. Coincident with this 
recollection, her sexual life improved and she 
began to achieve vaginal orgasm. 

The swan dream was again made use of 
in session 292 to explore the dynamics of a 


negative transference. By this time the pa- 
tient had been essentially free of asthma for 
some time. Redreaming the dream, the pa- 
tient was thus regressed to the fourth session, 
She was asked to trace any changes in her 
interpersonal relationships and in her physi- 
cal and sexual development. In this way the 
regression induced by the reassociation of the 
first dream enabled the patient to come into 
dramatic contact with effects due to therapy. 
The time of the negative phase was reduced 
markedly. 

The fourth reassociation of the swan 
dream was in the 410th session. At this 
time the patient was sitting up and the dream 
was used to recapitulate the nature of the 
swan as a symbolic source of conflict. The 
patient finally realized that she not only 
feared the treacherous swan mother but also 
identified herself with the power of the 
swan’s beauty, recognition, and dominance 
both at home and in the community. Her 
goals were thus crystallized and thus made 
amenable to ego reconstructive forces. 

Notes cannot take the place of the verbatim 
record in this technique of dream reassocia- 
tion. Each word expressed by the patient 
represents almost an infinite number of sym- 
bolic processes. The introduction of each 
single new word will alter the process of 
dream reassociation and contaminate the pro- 
cedure, Other dreams have been reassociated 
in the same way with and without LSD-2s5. 
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STUPOR LASTING MORE THAN SEVEN YEARS WITH RECOVERY 
N. 8. VAHIA, M.D., Bomaay, 


The patient, a male age 56, father of 10 
children was a government servant in one of 
the states in India for the last 22 years. He 
was a hard and conscientious worker and 
had risen from the post of a clerk to that 
of assistant chief of his department. He had 
no physical or mental illness except dangue 
fever in 1918. In February 1944 his chief 
died. Because of some state intrigue he was 
then transferred to another department, that 
required going from the state capital to the 
rural areas for his official duty. In April 
1944, while out of the city on duty, allega- 
tions were made against him by his adver- 
saries. He was suspended from duty in 
July 1944, and a court of inquiry was estab- 
lished to investigate the charges against him. 
The patient returned to the city and insisted 
upon knowing what these charges were. He 
was given evasive replies and the chief 
minister of the state refused to grant him 
a personal interview. He was very anxious 
and tense but could do nothing till the inquiry 
began. He remained in this state of tension 
for about a month and a half. Failing to 
obtain an interview he telephoned the minis- 
ter and talked to him in very strong language 
as he was very bitter against him. Soon 
thereafter he complained of not feeling well. 
He feared that he might fall sick, and so he 
handed over the key of the safe containing 
all the family property accounts and im- 
portant documents to his father. 

His son, a medical man with postgraduate 
qualifications, attended him from then on- 
ward. On September 14, 1944, he became 
semiconscious, Next day his temperature 
went up to 103°). Malarial parasites 
(benign tertian type) were found in his 
blood. He had 2 sharp bouts of fever on the 
following 2 days, after which he became 
stuporous. He remained in this state until 
January 1952. There was no active move- 
ment of any part of his body during this 
period. His limbs would remain in any awk- 
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ward position for a long time. If the eyelids 
were closed or opened they would remain so. 
Physical examination showed nothing ab- 
normal in the circulatory, respiratory, or 
alimentary systems. Nervous system exami- 
nation showed that his pupils were not re- 
acting to light. The corneal reflexes were 
sluggish. His plantar reflexes were neither 
flexor nor extensor; deep reflexes were 
absent. All sensations, superficial and deep, 
were apparently absent. His mouth temper- 
ature remained about 97°F. ; his pulse varied 
from 60-65 per minute, and his blood pres- 
sure from 100-110 systolic and 65-70 mm. 
of mercury diastolic. Urine examination 
showed no albumin, sugar, or acetone. Micro- 
scopic examination of urine showed nothing 
abnormal. Blood Kahn test was negative; 
C.S.F. was normal. 

He was given a simple enema every alter- 
nate day during all these years. In the be- 
ginning he passed urine in bed. Later there 
was retention and catheterization was done 
every 8 hours. When there was some delay 
in catheterization, he would pass urine in bed. 
Still later, warm water was poured on his 
glans penis after withdrawing the prepuce, 
after which he would pass urine by reflex 
action. This continued for the remaining 
years of his stupor. Feeding was done by 
nasal tube in the beginning; 50 ounces of 
fluids, mostly milk, fruit juice, and water 
were given daily. Later on it was found that 
by opening his mouth and closing his nostrils 
and then pouring fluids in his mouth the 
patient could be fed. Sponging was done 
daily. He was shifted from one position to 
another every half hour for all the 24 hours 
in a day, for all these years. All his joints, 
including the small joints of fingers and 
toes were massaged daily. 

Vitamin B complex injections were given 
daily ; 25 mgm. of Perendrine injection was 
given every alternate week. One tablet of 
Benzedrine on one day and half tablet on 
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Fic. 1.—B 


Fic. 2.—Lying in unconscious state. (September 
1944-January 1952). 
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Before illness (November 1943). 
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Fic. 3.--December, showing hunch in back, side view. 


after recovery (April 1954). 
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the next were given throughout the stuporous 
period. Insulin injections (10-15 units) were 
given daily for a few days only. 

Electrical convulsive treatment was ad- 
vised in 1946 by a psychiatrist, but was not 
given. 

The patient developed an abscess in the 
back during the second year (1946) ; it was 
operated upon without anesthesia, after 
which the wound healed by primary inten- 
tion. The patient did not show the slightest 
movement of his body during the operation. 
He got pneumonia during the fourth year 
(1948); it remained for 8 days and was 
treated with penicillin. He used to get dis- 
tention of the abdomen after food during the 
fourth year (1948). This was treated with 
a carminative mixture, turpentine stoops, and 
flatus tube. This complication remained for 
2 years. 

Suddenly on January 4, 1952, at 10 p.m., 
his temperature shot up to 105°F. Blood 
count showed no leucocytosis but showed 
malarial parasites. No treatment was given 
for malaria at this time. His temperature 
came to normal on the next day at 4 a.m. It 
went up to 105°F. at I p.m. again and came 
back to normal at 8 p.m., and rose to 105°F. 
at I p.m. on the next day. During the fourth 
bout of fever, temperature went up to 
105.6°F. and was associated with convulsions. 
He was given 10 grains of quinine at this time. 
There was no further rise of temperature 
after this but the patient started showing 
some movement of the fingers. A few days 
later, there were more movements and also 
some movement of the toes. Still later his 
eyeballs began to move. This gradual de- 
velopment of active movements continued 
and after about a month he could turn his 
face and swallow food. A few weeks later, 
he started moving both hands and started 


The use of electroconvulsive therapy after 
cardiac surgery has been reported by Monke 
(1) and by Little and Pearson(2). This is the 

1From the Psychiatry and Neurology Service, 


V. A. Hospital, Bronx, N. Y., Dr. Hiland L. 
Flowers, Chief of Service. 


ELECTROCONVULSIVE THERAPY 43 DAYS AFTER 
CARDIAC SURGERY 


JOSEPH E. PISETSKY, M.D., anno WILLIAM BROWN, M.D. 
Bronx, N. Y. 


pulling out the enema tube. About this time 
he tried to speak. He muttered only a few 
words in the beginning, but gradually the 
speech became more clear. He began to stare 
around about the third month, and vision 
became clear after 7-8 months. He could not 
recognize his own children because they 
had grown up during his illness. His grasping 
capacity was poor in the beginning and 
replies to his questions had to be repeated 
until he could comprehend them. 

After one year (1953), his recognition of 
others was better. His normal habits re- 
turned, but he was slightly irritable. There 
was some stiffness in his tongue. When he 
started walking there was swelling of the feet 
for a while, but this tendency disappeared 
after about a year. 

It might be noted that in absence of any 
evidence to prove the charges levelled against 
him by the state authorities, orders were 
passed to withdraw the charges in 1945, 
about 10 months after the beginning of his 
illness. Attempts made to inform the pa- 
tient about this withdrawal of allegations 
produced no change in his condition. Inci- 
dently his father died in 1948 in the same 
house during the fourth year of his stupor, 
of which he had not the slightest recollection 
when he regained full awareness, 

At present he has no physical or mental 
disability. His memory is clear except for 
the period of stupor. He is as bright and 
cheerful as he was before the illness. He 
has a kyphosis due to fusion of the trans- 
verse processes of the spinal column. 

The patient was presented before the 
annual conference of the Indian Psychiatric 
Society (1944) and the impression of the 
members was that it was probably a very 
uncommon case of catatonic stupor. 


report of a patient with post-commissurot- 
omy psychosis treated with ECT 43 days 


after operation. 


A 43-year-old roofer entered the Bronx V. A. 
Hospital on June 12, 1953. His diagnosis was rheu- 
matic heart disease, inactive, mitral stenosis, auricu- 
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lar fibrillation, Class 3 C. He wanted the operation 
but feared that a strong heart might impose re- 
sponsibilities hitherto avoided because of a weak one. 
As the day of operation drew near he became in- 
creasingly anxious and religious. On November 17, 
1952, a successful, uncomplicated mitral commis- 
surotomy was done with ether and cyclopropane 
anesthesia. The postoperative response was quite 
satisfactory. The auricular fibrillation was un- 
changed; digitalization with gitalin continued. 

Schizophrenic symptoms erupted 7 days after 
operation with mutism and catatonic attitudes, Se- 
vere agitated depression supervened with thoughts 
of compelling religious influence; soon unsystema- 
tized paranoid ideas and auditory hallucinations ap- 
peared. From November 30, 1952, to February 2, 
1953, he received 17 ECT’s. A Medcraft machine 
with glissando device was used. Atropine sulfate, 
0.6 mg. hypodermically and Coramine, 2 cc. intra- 
muscularly were given before each treatment. Mod- 
erate improvement lasting 10 days was succeeded 
by severe agitated depression and paranoid thinking. 

From February 13, 1953, to March 31, 1953, he 
received 21 more ECT’s. The only preshock medi- 
cation prescribed this time was Pronestyl (procaine 
amide) 500 mg. orally every 6 hours to prevent pre- 
mature ventricular contractions. His mental state 
did not improve. 

On April 3, 1953 he developed bilateral broncho- 
pneumonia. He had fever of 105°; the lungs were 
dull to percussion and coarse rales were heard. He 
was dyspneic and cyanotic. He continued to be 
noisy, delusional, and greatly agitated. At times he 
was delirious. He refused to eat or drink, Treat- 
ment included intravenous glucose and saline, peni- 
cillin, and sedatives. He was placed in an oxygen 


tent. He did not respond to treatment. Terramycin 
and streptomycin were tried. Medication with 
digitalis was continued. The ventricular rate varied 
between 130 and 150 per minute. He died on April 
16, 1953. At autopsy the diagnosis of rheumatic 
heart disease was confirmed. The surgical wounds 
of the pericardium and left auricle were firmly 
healed. The lungs showed bilateral bronchopneu- 
monia with pseudolobar confluent involvement of 
the right upper lobe. 

Neither the acute schizophrenic excitement ap- 
pearing 7 days after commissurotomy nor the ad- 
ministration of 38 ECT’s begun 43 days after the 
operation resulted in untoward cardiac symptoms. 
Autopsy § months after surgery suggested that the 
ECT had not significantly retarded healing of the 
cardiac incisions. The patient tolerated ECT well. 
Serial electrocardiograms taken before and after 
single treatments showed changes of brief duration 
and of no clinical significance. Typically the ven- 
tricular rate rose temporarily to 150 per minute, 
an increase not exceeding that found in noncardiac 
patients receiving ECT. The treatments were not 
followed by exacerbation of rheumatic activity. 
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Psychiatry as a specialty in medicine 
emerged as a significant entity after World 
War I. Leadership was concentrated within 
hospital walls and in a few university teach- 
ing centers. Dedicated personnel in these 
areas had the vision to develop training cen- 
ters aggressively and the next decade saw 
rapid expression of training programs. Dur- 
ing the ’thirties psychoanalysis came of age 
and was paralleled by rapid development of 
many somatic techniques. Medical schools 
and students were stimulated by the challenge 
of the spectacular opportunities of a new 
specialty. World War II interrupted much 
of this progress, but at the same time intensi- 
fied the awareness of all for the need of 
psychiatry not only within hospitals but in 
every aspect of individual and community 
life. 

Reflecting this need, in the current decade, 
came the demand for trained psychiatrists, in 
hospitals, teaching staffs of medical schools, 
private practice, children’s clinics, commu- 
nity agencies, and in related clinical fields. 
The expansion of all of these areas without 
enough personnel has drawn attention and 
concern to the wide spread between personnel 
supply and demand. Naturally, young psy- 
chiatrists, having invested an extended time 
and great expense in education have turned 
to the lucrative field of private practice for 
what would seem to them to be the best com- 
pensation for their long training. 

As a result, the rewarding careers read- 
ily available in established hospital centers, 


One reads much, but hears more, these 
days about mental health ; about the need for 
more investigations as to the nature and the 
causes of mental ill health and the conditions 
under which it occurs; and about the need 
for disseminating the findings of research to 
the medical profession and the general public. 

One also hears much about the dearth of 
adequately trained professional and ancillary 


COMMENTS 


CAREERS IN PSYCHIATRY 


TRENDS IN MENTAL HEALTH 


from which so many of our earlier leaders 
emerged, and the opportunities so attractive 
in teaching posts, have gone begging. 

Now is the time for a thoughtful student 
in psychiatry to stop and consider the advan- 
tages and disadvantages of private practice 
against the opportunities which are coming 
in hospital practice and teaching and research. 

Governors of states and their citizens are 
awake and clamoring for a new era for the 
hospital care and treatment of the mentally 
ill. Teaching centers and community clinics 
are challenging the psychiatrist to assume his 
natural leadership in this phase of medical 
responsibility. 

It is amazing to contemplate how realisti- 
cally this is shown in the economic sense, In 
some states the Commissioner of Mental 
Health receives a salary higher than that of 
any other official, including the Governor. 
In the budgets of some medical schools the 
remuneration of the professor of psychiatry 
equals, and possibly exceeds, that of any 
other member of the teaching staff. Aside 
from the economic comparisons, the stature 
or prestige of our colleagues in hospitals 
assumes its full importance in every way 
that could be desired. 

Let us hope that the new opportunities in 
certain states, with their appeal to help the 
community life, will not continue to be over- 
looked and neglected by our oncoming po- 
tential leaders. 


L. H. S. 


personnel, and about the inadequacy of facili- 
ties for scientific research, and in addition the 
need for uprooting community sources of 
mental ill health. 

Of particular interest in meeting these 
challenges have been the State Governors 
Conferences, out of which grew the organi- 
zation of Regional State Cooperative Com- 
pacts for Higher Education and The Council 
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of State Governments’ Interstate Clearing 
House on Mental Health. Under the aus- 
pices of the Southern Education Board a 
study was made of the needs and resources 
for the training of personnel and for research 
in mental health within the 16 southern 
states, and a report was submitted to the 
Southern Governors’ Conference in Novem- 
ber 1954 with recommendation for each state 
concerned, 

A similar study was made, during that 
same year, of 10 midwestern states in co- 
operation with the Council of State Govern- 
ments and The American Psychiatric Asso- 
ciation. The Council compiled the results of 
the survey and distributed a summary re- 
port of the training and research sources and 
needs of the region. The objective of the 
survey was to furnish data for strengthen- 
ing the mental health programs of the mid- 
western states. 

Under similar auspices a Western Inter- 
state Conference on Mental Health was held 
in San Francisco, March 25 and 26, 1955 
under the general chairmanship of Cali- 
fornia’s Governor Goodwin J. Knight. That 
conference dealt with progress in mental 
health research, measures for meeting the 
personnel shortage for preventive work, 
treatment and rehabilitation of mental illness, 
and interstate cooperation in mental health 
training and research. 

By resolution this preliminary conference 
requested the governors of the 11 western 
states and including Alaska and Hawaii to 
appoint a mental health committee in each 
state and territory to conduct a survey of 
their respective resources, with particular 
reference to training and research in the 
mental health field. It was further recom- 
mended that their findings and recommenda- 
tions be completed for consideration by the 
Regional Conference of Legislators in the 
autumn of 1955 and by a subsequent Western 
Governors’ Conference. Seventy-nine per- 
sons attended the conference, 57% repre- 
senting official or private agencies of Cali- 
fornia. Delegates for each of the 11 western 
states attended the meeting. 

In addition to these interests on the part 
of Regional Governors’ Conferences there is 


1 Headquarters: 1313 East 6oth Street, Chicago 
37. 


a growing awareness that a better solution 
must be found for lowering the costs of the 
institutional care of the mentally ill, either 
through a more satisfactory reapportioning 
of costs through the medium of rehabilitation 
within the community or through media that 
seek to prevent mental illness or to promote 
the positive aspects of mental health. 

Past history has justified the policy that 
matters affecting mental health cannot be 
left solely to individual initiative but that 
agencies of government have a definite re- 
sponsibility in this regard. This responsi- 
bility may be enhanced by encouraging the 
creation of an executive department or 
agency of local or state governments having 
its purposes and duties defined in law; by 
the appointment, as its head, of a physician, 
skilled in psychiatric administrative practice, 
whose qualifications are defined by law; to- 
gether with such deputies as may be required 
for the execution of a satisfactory public 
mental health program, with rates of com- 
pensation in keeping with the services re- 
quired and with tenure of office based solely 
upon qualification and merit. 


APPROACH TO PREVENTION 


This aspect of our problem may be better 
understood by brief reference to measures 
first employed by those preoccupied in pre- 
venting other forms of illness and in safe- 
guarding health generally. These measures 
had to do with changes in man’s material 
environment. Such changes were ruthlessly 
and arbitrarily employed. Today they are 
referred to as “environmental sanitation.” 

With increasing knowledge of illness and 
its management it became apparent that man 
himself is the chief source and reservoir of 
his own communicable infections. This 
knowledge carried with it added difficulties 
an¢ responsibilities in controlling disease. 
Unlike environmental sanitation, the arbi- 
trary control of man requires the consent of 
the governed and the prevention of these dis- 
eases and illnesses was dependent, in part, 
upon social changes. 

With the growth of knowledge as to the 
nature of immunity to human infection and 
with it the ability to artificially induce such 
immunity, many forms of illness may now 
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be prevented and controlled through the 
medium of vaccination or allied measures. 
Add to these the so-called “wonder drugs” of 
modern medicine and the advances in sup- 
pressing infectious diseases in man become 
at once apparent. 

Other diseases sometimes called “constitu- 
tional” for the want of a better term, affect 
mankind. Notable examples are arterio- 
sclerosis, heart disease, and cancer. Meas- 
ures for their control and prevention involve 
the creation of a public awareness of the need 
for early recognition and treatment during 
their incipiency and for therapeutic guidance. 

The measures now employed for the sup- 
pression of illness and disease make it evi- 
dent that a knowledge of what constitutes ill 
health is necessary for the understanding of 
what constitutes good health. Accomplish- 
ments in the art of guarding or preserving 
one from mental illness may be enchanced 
by lessons learned through the study and 
management of psychological illnesses and 
psychological failures. In psychiatry and in- 
deed in all medicine the study, treatment and 
management of illness and its effects is truly 
the ultimate teacher. 

It is now apparent, based upon standard 
bodies of observations, that the way people 
feel, think, and act is the result of what the 
world and its people have done to them to- 
day, yesterday, and in days before. Even 
dead men exert their influence through his- 
tory, legend, and example. The way one 
thinks, feels and acts toward his environ- 
ment and toward other people is one criterion 
either of mental health or ill health, It is evi- 
dent also that persons who are not at peace 
with their world and its people fail to live 
their life gallantly and courageously. They 
are not made happy by telling them what 
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happy people do but carry with them the 
connotation of a need for therapy in its broad 
implications, through the medium of private 
voluntary or public sources or through a 
combination of all three. 

Those who resist or oppose the orderly 
acceptance of the very liberal standards pre- 
scribed by society for governing one’s ac- 
tions, feelings, and thoughts toward their 
social environment carry with them mental 
health implications. Such a trend may be 
gradual; and is most often the result of 
erroneous assumptions ; of compulsive pho- 
bias arising out of old wives’ tales and other 
form of misevaluation and misinterpreta- 
tion. It is understandable that such tenden- 
cies are apt to characterize mankind in the 
present state of his culture and learning for 
mankind lives by habit and thinks in sym- 
bols. With time these individual faulty, af- 
fective and symbolic procedures become 
habits and find later expression in the neu- 
rotic and in many psychotic constitutions. 

It is evident from the foregoing that every 
branch of preventive medicine is a very im- 
portant factor in sociology, and success in 
mental hygiene bears a definite relationship 
to changes involving modification in the cul- 
tural, social, familial, and educational influ- 
ences, Such modification may be achieved 
through the dissemination of information 
through both voluntary and official agencies 
by the spoken and written word, by visual 
and auditory aids, by seminars, and other 
measures of like character. 

However no vision no matter how optimis- 
tic toward the prevention of mental illness 
can supplant the need for early recognition 
of incipient mental illness and the urgency 
for immediate therapy. 


W.L. T. 


There is absolutely no criterion for truth. For reason, senses, ideas, or whatever else 


may exist are all deceptive. . 


. . Science relies on probability, not on certitude. 


CARNOADES, 
(2d Century, B.C.) 


And Bridgman reminds us that truth means only verifiability, and that the test is the 


scientific experiment. 


|__| |_| 
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Soca, Securtry ror Patients. 
—~In a letter dated August 3, 1955, Edward 
J. Sinder, Manager, Bureau of Old-Age and 
Survivors Insurance, Department of Health, 
Education, and Welfare, Social Administra- 
tion, New York, writes: The 1954 amend- 
ments to the Social Security Act for the first 
time permit an individual suffering from a 
long-term mental or physical disability to 
freeze his benefit rights. In order to obtain 
the benefits of this provision, which became 
effective July 1, 1955, the individual must 
file a claim with the Social Security Admin- 
istration. In addition, he must submit some 
medical evidence of the existence of the dis- 
ability. As a result, physicians, hospitals, and 
clinics will, undoubtedly, be called upon to 
assist their patients in obtaining the benefit 
of this new provision of the law. 

A person who is unable to work because 
of mental or physical disability, or who is 
blind, can have his social security earnings 
record “frozen” under the new law. The 
effect of this action is similar to that of the 
waiver of premium in life insurance policies. 
It provides that the benefit payable to the 
person when he qualifies, or to his family in 
case of his death, will not be reduced because 
of the period in which he had no earnings. 
Persons already receiving monthy old-age in- 
surance benefits, if they were disabled for a 
considerable period of time before they 
reached 65, may have their benefits increased 
under the new law beginning with payments 
for July 1955. The new law protects the 
social security records of people who have 
been in work covered by social security for 5 
out of the ro years before they were disabled, 
and for 14 out of the 3 years before they 
were disabled; who are unable to engage in 
substantial gainful activity because of a medi- 
cally determinable impairment which is ex- 
pected to be of long-continued or indefinite 
duration ; and who apply to have their records 
frozen while they are disabled and after they 
have been disabled 6 months or more. 

The medical reports will advance the pa- 
tient’s welfare if they are completed 
promptly and accurately, with sufficient de- 
tail to support the diagnosis. 
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The Social Security Administration hopes 
that many applicants can be returned to pro- 
ductive work through vocational rehabilita- 
tion services. Work in connection with re- 
habilitation services or in a “sheltered 
workshop” will not prevent a finding of cur- 
rent disability. Further information regard- 
ing the new freeze provision is available from 
your nearest social security office. 


Dr. Joserun C. Yaskin.—The death of 
Dr. Yaskin at the age of 64 occurred at 
Graduate Hospital, Philadelphia, August 10, 
1955. Born in Odessa, Russia, Dr. Yaskin 
had come to America and settled in Phila- 
delphia many years ago, graduating from the 
old Medico-Chirurgical College in 1914. He 
served with the Army Medical Corps during 
World War I and with Selective Service dur- 
ing World War II, receiving citations for 
the latter service. 

Dr. Yaskin had been on the staff of the 
University of Pennsylvania Graduate School 
of Medicine and associated with the Pennsyl- 
vania Hospital and the Philadelphia General 
Hospital since the close of World War I. At 
the time of his death he was professor of 
neurology. He appeared as an expert witness 
in many murder trials and was a consultant 
to the Army, Navy, and Veterans Admin- 
istrations. 

He was a member of the American College 
of Physicians and of the College of Physi- 
cians of Philadelphia, as well as of the Acad- 
emy of Neurology. He had served as presi- 
dent of the Philadelphia Psychiatric Society 
and of the Philadelphia Neurological Society. 
He had been a Fellow of the American Psy- 
chiatric Association since 1926. 

Dr. ALEXANDER TO Heap 
DerartTMENT, Mount Hospirat, 
Los ANGe.Les.—Dr. Franz Alexander, di- 
rector, Institute for Psychoanalysis, Chicago, 
is spending a fellowship year at the Center 
for Advanced Study in the Behavioral Sci- 
ences, Stanford, California. 

On January 1, 1956, he returns to Chicago 
for a final year as director of the Institute 
after which he will become director of the 
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department of psychiatry at the New Mount 
Sinai Hospital in Los Angeles. Here he will 
direct psychiatric research in collaboration 
with Ludwig Von Bertalanffy, who will be 
co-director in charge of biological research. 

The new hospital will have a 20-bed psy- 
chiatric unit and an outpatient psychiatric 
clinic. 


Mu Scierosis Researcu.—Dr. H. 
Houston Merritt, chairman of the National 
Multiple Sclerosis Society’s committee on 
fellowships and scholarships has announced 
the appointment of Dr. Hugo Wolfgang 
Moser, postgraduate investigator in internal 
medicine and biochemistry at the Graduate 
School of Arts and Sciences, Harvard Uni- 
versity, as the first research Fellow of the 
National Sclerosis Society. 

Multiple sclerosis is a disease of the central 
nervous system for which, as yet, there is 
no known cause, cure or prophylaxis. The 
National Multiple Sclerosis Society, the only 
national voluntary health agency devoted to 
the problem, is presently conducting a cam- 
paign for $2,000,000 to support its programs 
of research, rehabilitation, clinic care, and 
patient services. 


CLINICAL PsyCHOPATHOLOGY AT BARNARD 
Co._ece.—This subject as a psychology 
major is offered in the autumn of 1955 by 
Barnard College and the Payne Whitney 
Psychiatric Clinic of the New York Hospital 
—Cornell Medical Center. 

This course, the first of its kind in the 
country will give Barnard students clinical 
work and experience at the Payne Whitney 
Clinic. The program has been developed by 
Dr. Oskar Diethelm, psychiatrist-in-chief of 
the New York Hospital and professor of psy- 
chiatry in the Cornell University Medical 
College, and Dr. Richard Youtz, executive 
officer of the Barnard psychology depart- 
ment. The students will receive training in 
group rehabilitation of patients, during two 
half-day sessions a week at the clinic. 


Druc Appicrion Pros_ems.—Surgeon 
General Leonard A. Scheele, U. S. Depart- 
ment of Health, Education and Welfare, has 
announced the assignment of Dr. Kenneth 
W. Chapman of the Public Health Service, 


and a specialist in narcotic addiction pro- 
grams, to the National Institute of Mental 
Health in Bethesda, Maryland, to assist 
states and communities in the prevention, 
control, and treatment of drug addiction. 

Dr. Chapman is Executive Secretary of 
the Public Health Service Committee on 
Drug Addiction and holds the service rank 
of Medical Director. He entered the Public 
Health Service in 1939 and since 1946 has 
been actively engaged with problems of drug 
addiction. He is a fellow of the American 
College of Physicians and a diplomate of the 
American Board of Psychiatry. 


ADMINISTRATION OF RESEARCH.—The 
Proceedings of the Eighth Annual Confer- 
ence on the Administration of Research, a 
verbatim report of a 3-day meeting held last 
September at New York University as part 
of the recently concluded centennial observ- 
ance of the University’s College of Engineer- 
ing, is now available from the New York 
University Press at 4 dollars per copy. Par- 
ticipating in the meeting were directors and 
other executives of many of the nation’s lead- 
ing industrial, university, and government 
research laboratories. The volume includes 
talks on such subjects as (1) appraising and 
rewarding the researcher’s output ; (2) man- 
agement in the research laboratory ; (3) com- 
munication problems in a research operation ; 
(4) physical facilities for research; and (5) 
basic research in an applied research labora- 
tory, as well as a record of the informal floor 
discussions that followed the talks; the ad- 
dress delivered to the conferees by Major 
General William M. Creasy, chief of the 
Army Chemical Corps; and a list of the 260 
registrants. 


EvALUATION IN MentAL 
292-page volume of this title, being the re- 
port of the subcommittee of the National 
Advisory Mental Health Council, chairman 
Maurice H. Greenhill, M. D., University of 
Maryland, appointed in 1951 to find what 
evaluation studies are available in the litera- 
ture and what studies are underway, is now 
in print. The report, the major purposes of 
which are (1) to assemble an annotated bibli- 
ography of studies concerned with evalua- 
tion; (2) to organize them in useful form; 
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(3) to present some observations and sug- 
gestions growing out of the collection and 
analysis of the material ; and (4) to make the 
product available to interested professional 
persons and prospective investigators, repre- 
sents 2 years of extensive work and discus- 
sion. 

Copies of the report are available at 2 
dollars each from the Superintendent of 
Documents, Government Printing Office, 
Washington 25, D. C. A discount of 25% is 
allowed on orders of 100 or more copies to 
be mailed to one address. 


ConrereENces ON Druc Appicrion.— 
Monthly conferences on drug addiction will 
be held from October 1955 through May 
1956, under the sponsorship of Riverdale 
Hospital and the Welfare and Health Council 
of New York City. 

The series will be held at the Bellevue 
Hospital School of Nursing beginning Octo- 
ber 20, 1955, with a discussion of “The Ado- 
lescent Addict—The Impact on the Com- 
munity.” Other topics include : “‘Narcotics— 
Traffic and Control,” “The Family of the 
Addict” ; “Problem of Drug Withdrawal” ; 
“Problems of Patient Management in an In- 
stitutional Environment” ; “Rehabilitation of 
the Addict’; and “The Addict after Dis- 
charge from the Institution.” 

Riverdale Hospital, a division of the City’s 
Department of Hospitals, specializes in the 
study and treatment of the use of habit- 
forming drugs by male and female ado- 
lescents under 21 years of age. 

The Welfare and Health Council of New 
York City is the coordinating and planning 
body for more than 380 public and voluntary 
health and welfare agencies here. The 
Council organized a Committee on the Use of 
Narcotics Among Teen Age Youth in 1950 
and the Committee’s charge was recently ex- 
panded to include narcotics use among per- 
sons of all ages. 


Asstracts.—Volume I, number 
1 of this new review of world medical litera- 
ture in abstracts is dated August 1955. It is 
published monthly at 12 dollars a year at 825 
Western Savings Fund Building, Philadel- 
phia 7, Pa. The editor is James D, Barnes, 
M. D., with a staff of 2 assistant editors and 
6 associate editors. 


It is interesting to note that in the section 
devoted to neurology and psychiatry all of 
the abstracts are from general medical jour- 
nals. No journal devoted to neurology or 
psychiatry at home or abroad is represented. 
This fact suggests that articles from these 
fields which, in the opinion of the editors 
would be of most value to the general medical 
man for whom Medical Abstracts is de- 
signed, are most likely to be found in the 
general medical journals. It also indicates 
that such articles are appearing more and 
more frequently in periodicals devoted to 
general medicine, which is, of course, a wel- 
come development. 

Incidentally, it is curious that in this initial 
number of Medical Abstracts not a single 
article from the Journal of the American 
Medical Association has been reviewed. 


Support or ScieNtiFIC ResearcH.—The 
National Science Foundation reports 161 
grants in support of science totaling about 
$1,820,540 awarded during the quarter end- 
ing June 30, 1955. These grants are mainly 
for basic research in the natural sciences and 
represent the fourth group of awards during 
the fiscal year of 1955. Since the beginning 
of the program in 1951 more than 1,650 such 
awards have been made totaling approxi- 
mately $17,380,500. 

The current list includes 23 grants for re- 
search in psychobiology. 


ReTmeEMENT OF Dr. Retnartz.—Dr. 
Eugen G. Reinartz, Chief Medical Officer of 
the Soledad State Prison, California Depart- 
ment of Corrections, writes to report that be- 
cause of physical illness he has found it 
necessary to retire from that position. 

Dr. Reinartz is an Honorary Fellow of 
The American Psychiatric Association. He 
has taken up residence in Carmel Valley, 
California, where we hope in retirement he 
may find improved health. 


Dr. Wuirenorn Honorep.—The hon- 
orary degree, Doctor of Science, was con- 
ferred on Dr. John C. Whitehorn at the 
University of Nebraska summer commence- 
ment, August 5, 1955. 

Dr. Whitehorn, who was born at Spencer, 
Nebraska, has been Henry Phipps professor 
of psychiatry at the Johns Hopkins School 
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of Medicine and psychiatrist-in-chief to the 
Johns Hopkins Hospital since 1941, prior to 
which he was professor of psychiatry at 
Washington University, St. Louis. 


Dr. HyMAN PieasurE Heaps 
TOWN State Hosprtat.—Dr. Paul Hoch, 
New York State Commissioner of Mental 
Hygiene has announced the appointment of 
Dr. Hyman Pleasure as director of Middle- 
town State Homeopathic Hospital to succeed 
Dr. Walter A. Schmitz who retired as di- 
rector on July 31, after 41 years on the staff 
of the hospital. 

Dr. Pleasure received his B.S. degree in 
1931 and his M. D. degree in 1935 from New 
York University. He began his state service 
in 1937, and prior to his appointment at 
Middletown served for 6 years as assistant 
director at the Edgewood Division of Pilgrim 
State Hospital in Brentwood, L. I. 


AMERICAN PsycHosoMaTic Society.— 
The thirteenth annual meeting of the Society 
will be held at the Sheraton Plaza Hotel in 
Boston on Saturday and Sunday, March 24 
and 25, 1956. The Program Committee would 
like to receive titles and abstracts of papers 
for consideration for the program not later 
than December 1, 1955. The time allotted for 
the presentation of each paper will be 20 
minutes. Abstracts should be submitted in 
sextuplicate to Stanley Cobb, M. D., Chair- 
man, Program Committee, at 551 Madison 
Avenue, New York 22, N. Y. 


Tue Nationa Society ror 
CHILDREN AND ADULTS.—Two_ speech 
therapists, Joseph Chaiklin, Bridgeport, Con- 
necticut, and Mark Larson, Denver, Color- 
ado, and a student occupational therapist, 
Elizabeth Squire, Buffalo, New York, will be 
helped to complete their training through 3 
scholarships awarded by the National Society 
for Crippled Children and Adults and Kappa 
Delta Phi, national sorority. 

Set up and maintained by the National 
Society for the American Speech and Hear- 
ing Association, the Speech Correction Fund 
has been supported by scholarship grants 
from Kappa Delta Phi since 1951 to encour- 
age scientific research and professional train- 
ing in speech pathology. 

Funds recently appropriated by the so- 


rority will continue the scholarship program 
to train more specialists in these areas needed 
by the crippled during the coming year. 
Chairman of the Kappa Delta Phi welfare 
project is Mrs. Hazel Young, Terre Haute, 
Indiana. 


AMERICAN Society or Group PsycHo- 
THERAPY AND PsyCcHopRAMA.—The mid- 
annual meeting, Eastern and Michigan Sec- 
tion, is to take place at the Moreno Institute, 
101 Park Avenue, New York City, December 
9g and 10, 1955. For further information, 
write: Program Chairman, Dr. Lewis Yab- 
lonsky, 90 Morningside Drive, New York 27, 
New York. 

New officers: president-elect, Dr. Jules 
Masserman, Chicago; secretary-treasurer, 
Dr. Howard Newburger, New York. 


Devaware Psycuiatric Socrery.—At the 
recent meeting of this society the following 
officers were elected for the year 1955-56: 
president, Dr. Jerome Kay; vice-president, 
Dr. Wm. A. Byrne; secretary-treasurer, Dr. 
H. George DeCherney; council members, 
Drs. Fritz A. Freyhan, James A. Flaherty, 
and Walter D. Davis. 


NortHerRN CAirorNia Psycuiatric So- 
ciety.—The Society will be host to the first 
divisional conference sponsored by The 
American Psychiatric Association. This San 
Francisco meeting will be held October 27-30, 
1955. The meeting opens with a panel on the 
teaching of psychiatry in medical schools 
with representatives of the faculties of the 
Universities of Colorado, Washington, Utah, 
California, UCLA, and Stanford. All of 
these schools are undergoing an extensive 
curriculum change in psychiatry and will dis- 
cuss their problems, successes, and failures. 
Dr. Ward Darley, President of the Univer- 
sity of Colorado, will be Moderator. 

Sessions on child psychiatry, group ther- 
apy, new drugs, psychosomatic topics and 
psychotherapy will be held during the con- 
ference. On the morning of October 29, 
Doctor W. E. Barrett, president-elect of the 
American Psychoanalytic Association, will 
give the academic lecture. 

Entertainment for the members and their 
wives will be arranged. 
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HuMAN Retations. Vol. I. Concepts in Concrete 
Social Science. Vol. II. Cases in Concrete 
Social Sciences. By Hugh Cabot and Joseph 
rs Kahl. (Cambridge: Harvard, 1953. Price: 


These 2 volumes represent a textbook in “con- 
crete” human relations which grew out of an under- 
graduate social science course. More universally, 
the text derives from the ideas about human rela- 
tions and about the teaching of this subject which 
have been developed over a number of years at the 
Harvard School of Business Administration. Thus 
the text combines the teaching of the late Elton 
Mayo, of Roethlisberger, and of Donham. The list 
of contributors and advisors shows the cooperation 
of other social scientists in the orbit of the Uni- 
versity. 

The organization of the book explicates at the 
same time the approach to the teaching of human 
relations for which it is to be employed. The first 
volume is divided into 13 chapters. Beginning with 
“The Clinical Approach,” it considers “Difficulties 
in Clinical Observation,” deals with “Cultural 
Values and Social Roles,” and then discusses a 
variety of topics in individual and social psychology 
such as Decision, Interaction, Thought Processes, 
Groups, Values, Sentiments, and Leadership. Each 
chapter contains several articles by well-known 
writers, or selections from notable books. Each 
chapter is prefaced by a commentary which explains 
and emphasizes the contribution of the individual 
author, relating it at the same time to the general 
topic at hand. An introductory chapter presents 
the rationale for the whole approach with many sug- 
gestions about its use in actual class situations. 

Anthologies have long been popular as textbooks. 
The argument for them is obviously to let those 
speak who have significantly contributed to the sub- 
ject under discussion. If one remembers the loss of 
the extraordinary flair which distinguishes original 
reporting of intellectual discovery from the retelling 
and rehashing of many textbooks, one cannot but 
agree. The argument against anthologies usually 
arises from their selections. In the present volume 
most of the papers could hardly be criticized. Some 
are perhaps as much dictated by intellectual loyal- 
ties as by their contribution to the subject. An- 
other group of articles is certainly desirable by 
themselves; but since the books from which they 
were taken are easily and inexpensively available, 
they need not have been included. To this group 
belong selections from Freud's General Introduction 
to Psychoanalysis, and from Ruth Benedict's Pat- 
terns of Culture. The dynamic and cognitive aspects 
of the individual personality are somewhat neglected 
in favor of materials on groups and group inter- 
action, and sociological orientation prevails over 
psychological. Since we do not yet have a consistent 
and comprehensive set of categories on group re- 
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lationship, especially when we are concerned with 
“real” on-going interaction, that part of the inter- 
action process of which we know most, the indi- 
vidual, should not be neglected in a course on hu- 
man relations. 

The second volume contains a number of illus- 
trative cases. Their purpose is to present the pal- 
pable social reality which should illustrate the gen- 
eralizations of the first volume. The text assures us 
that these case studies were gathered by faculty and 
students. It is not that they present improbable and 
implausible observations ; they do appear as if they 
had been largely reported “from life.” Yet there is 
a paleness and paperiness to them which is as ob- 
trusive as it is hard to define. True, most of these 
studies have set themselves only a limited objective: 
to point to the difference between an English and 
an American middle-class family in their attitude 
toward their children, for instance. However, while 
they are all very concrete, none of these case studies 
ever becomes very real. The authors may have 
failed to consider in their second volume what had 
been the principle for selection in the first. There 
is as much difference between the reporting of a bit 
of observed impression and the concentrated sub- 
stance of a good case history as there is between 
an inept textbook and the power of great scientific 
writing. If the volumes under discussion were 
oriented to the clinical approach, then they did not 
profit enough from the depth and comprehensive- 
ness to which this approach has developed the re- 
porting of data on people. 

While we all believe that human relations are 
more important than anything else, we cannot quite 
say what “Human Relations” really is. A new sci- 
ence? Or an aggregate from earlier sciences? An 
urgent practical need for business and industry? 
Human relations as presented here is all of the 
social and behavioral sciences; but it is not at all 
clear in what order and in what relationship. If in 
spite of a selection of materials which includes some 
of the most important writings in these fields, a 
somewhat amorphous common-sense eclecticism 
manifests itself in this text, it must be due to the 
origin of the new aggregate. Conceived in this case 
in response to a variety of practical problems, “hu- 
man relations” may have been proclaimed as a “con- 
crete” subject before it had really had time to con- 
stitute itself. 

Frepericxk Wyatt, Pa.D., 
University of Michigan. 


CuinicaL Psycuurtry. For Practitioners and Stu- 
dents. By lan Skottowe, M.D., M.R.C.P., 
D.P.M. (New York: McGraw-Hill, 1954. 
Price: $7.50.) 


This new textbook of psychiatry conforms in 
general plan to most of the standard ones now in 
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use. The author received his medical degree from 
the University of Glascow and, except for one year 
of training at the Boston Psychopathic Hospital, 
has spent his time in psychiatry as an assistant phy- 
sician or superintendent of several psychiatric hos- 
pitals in Scotland and England. 

The book is divided into 2 main parts, the prin- 
cipals of clinical psychiatry and a clinical descrip- 
tion of psychiatric disorders. From the beginning, 
the author emphasizes multiple causation and points 
out that “the main emphasis in causation, sympto- 
matology or treatment may lie in one of the fol- 
lowing fields: Somatic .... Psychological... . 
Social ....” He considers “bodily functions and 
mental functions” as “aspects of different levels of 
integration of the biological functioning of the 
individual as a whole.” He ends the introduction 
with a clear acceptance of Adolf Meyer’s psycho- 
biological viewpoint. 

The author considers that the difference between 
psychoneuroses and psychoses is quantitative rather 
than qualitative. In his classification of mental dis- 
orders he uses 9 main headings: (1) Affective Dis- 
orders, (2) Schizophrenic Disorders, (3) Para- 
noid Disorders, (4) Organic Mental Disorders, 
(5) Obsessive Disorders, (6) Hysterical Disor- 
ders, (7) Disorders of Development, (8) Psycho- 
pathic Personalities, (9) Mental Disorders in Chil- 
dren. Under the heading of affective disorders he 
includes manic-depressive psychosis, minor depres- 
sive symptoms, anxiety states, and involutional de- 
pressions. 

The author uses Freudian terminology and ap- 
parently accepts many psychoanalytic formulations, 
but always ends up by bringing in the broader ap- 
proach of Adolf Meyer. Actually, in the 28-page 
chapter, “The Principles of Treatment,” only 2 
pages are given to a general discussion of the sec- 
tion, Psychoanalysis. 

The second part of the book is devoted to specific 
discussions of the various types of disorders. Each 
disorder is discussed in detail under such headings 
as Aetiology, Pathology, Symptoms and Course, 
Differential Diagnosis, Prognosis and Treatment. 
A detailed discussion of treatment supplements the 
early chapter on the principles of treatment by 
giving both specific details and the author’s indi- 
vidual views. 

One notes a few minor differences from commonly 
accepted treatment by most American psychiatrists. 
Morphine and hyoscine are at the top of the list of 
emergency sedatives and are apparently used more 
freely than in the United States. In describing treat- 
ment of delirium tremens, the author says, “Patients 
who appear to be extremely weak may be given up 
to an ounce of whiskey or brandy; and this may be 
repeated until strength is regained and the delirium 
begins to subside.” 

The book is well written and very readable. The 
material is well presented in a clear and interesting 
fashion and the views are in line with current 
thinking in psychiatry. Views expressing the 
author’s personal experiences in British hospitals, 

together with the use of statistics from Great 


Britain, give a slightly different approach from that 
of standard American textbooks. 
K. M. B. 


Les Tests Mentaux. By Dr. Pierre Pichot. 
(Paris: Presses Universitaires de France, 
1954.) 

It is now just 50 years since the first mental test, 
as commonly understood, was described. In 1905 
the French psychologist Alfred Binet with Dr. T. 
Simon published Methodes nouvelles pour le diag- 
nostie du niveau intellectuel des anormaux. 

The present pocket-size brochure of 126 pages, 
whose author is on the staff of the University of 
Paris, is a convenient vade mecum in the subject of 
mental tests. 

After a few pages of introductory matter—defi- 
nitions, history, qualifications and classification of 
tests, and their place in psychology—Dr,. Pichot 
describes the various tests of intelligence. Intelli- 
gence he discusses shrewdly but does not attempt to 
define. Next comes a reasonably ample considera- 
tion of aptitude tests. This completes the first part 
of the treatise. 

Part two (approximately half the book) is de- 
voted to personality tests, divided into questionnaire 
methods, performance tests, and the numerous pro- 
jective techniques. 

The author’s survey of his material is comprehen- 
sively international and he has compressed much in- 
formation and critical comment into this handy 


manual, 


SHouLp THE Patent KNow THe Tautn?P Edited by 
Samuel Standard, M. D., and Helmuth Nathan, 
M.D. (New York: Springer, 1955. Price: 
$3.00.) 

This is a book of opinions collected from doctors, 
nurses, lawyers, educators, and theologians as to 
what a patient should be told about his illness and 
its outcome, particularly where the outcome is 
unfavorable. 

As might be expected there are differences of 
opinion. One surgeon takes the position that in- 
variably a cancer patient should be told the true 
nature of his condition. An obstetrician quotes 
William Sidney Thayer who lectured to his stu- 
dents on what the doctor should tell the patient: 
“The doctor is never privileged to lie to a patient, 
but he is privileged to tell the patient part of the 
truth.” One physician takes the position that the 
patient should be told as much of the truth as he 
wants to know. This, of course, involves the as- 
sumption that the doctor’s knowledge of the patient 
is such as to enable him to be sure of just what the 
patient does want to know. The opinion is severally 
expressed that many patients do not wish to be told 
unfavorable news. On the other hand, deception or 
withholding an unfavorable report from a percep- 
tive patient who will guess it anyway is to be de- 
plored. 

The value of this compilation lies mainly in the 
fact that a number of physicians and nurses working 
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in various medical fields, draw from their own years 
of experience in dealing with all kinds of sick persons 
in trying to answer, in the best interests of the pa- 
tient and to satisfy their own sense of right, the 
question posed in the title of this book. 

A prevailing opinion is that the question what to 
tell the patient becomes an individual matter for the 
individual physician dealing with the individual pa- 
tient, and by no means a set rule to be regularly 
followed. There is wisdom in the variously eval- 
uated experience set forth in the statements here in- 
cluded whose reading will be rewarding, especially 
to one who may not have arrived at his own solu- 
tion of the great question. 

The legal opinions adduced deal mainly with such 
practical issues as the arrangement of business mat- 
ters, the making of wills, the physician’s obligations 
not only to the patient but also to the next of kin 
and to the community. 

The religious discussants, Catholic, Jewish and 
Protestant, offer their respective professional 
directives. 

C. B. F. 


Wartime Psycuiatry. By Nolan D. C. Lewis and 
Bernice Engle. (New York: Oxford Univer- 
sity Press, 1954. Price: $15.00.) 


This 952-page book consists of the abstracts of 
1,166 papers and 28 books published during the 
period 1940-48 and a few outstanding studies of 
1949-50. The selection was based on factors such 
as studies involving large numbers of cases in order 
that fairly valid conclusions might be drawn; direct 
observation by members of the armed forces in 
various areas; individual cases of special interest 
or importance; and analyses of trends or dominant 
impressions in the field of military neuropsychiatry. 
The material is a general survey of the important 
psychiatric aspects of administration, selection, com- 
bat, methods of treatment, demobilization and re- 
habilitation. The book is divided into 13 sections 
each preceded by an analysis and interpretation of 
the material contained in the section, and a book 
section. 

This is a history of war psychiatry by the men 
who made it. It will be very useful to all concerned 
with military psychiatry both in evaluating their 
own experiences and as a guide in the effective 
use of the knowledge in the prevention, diagnosis, 
and treatment of psychiatric disabilities. 

Joseru Sxopsa, M.D., 
Atlanta, Ga. 


Erupes Psycuiatrimurs. Vol. 3. Structure des Psy- 
choses Aigues et Destructuration de la Con- 
science. (The Structure of Acute Psychosis 
and the Destructuration of Consciousness.) By 
Henri Ey. (Paris: Desclee de Brouwer, 1954.) 

Ey’s great merit is to have given up the classical 
classification of the psychosis and to have rebuilt 

a new psychiatry, entirely on the fundamental princi- 

ples of H. Jackson. Ey has added to his originality 

a tremendous knowledge about all the literature of 

the field. In his third volume, he studies the mania, 


the melancholy, the acute hallucinations, the états 
crépusculaires as being the same entities presenting 
a scale of destructuration of our consciousness, this 
consciousness being the time-space organization of 
our daily experience. The activity of this level of 
consciousness is to be found in the central brain. 

To Ey, the etiological factor or the form of evo- 
lution is secondary; primary is the fact that in the 
above-mentioned psychoses we find different levels 
of destructuration of the consciousness. 

We cannot do justice in this limited space to all 
the ideas that Ey has defended. The reader will 
enjoy the critical survey of the old psychiatric clas- 
sifications, the boldness with which he takes care 
of old distinctions like interpretation, illusion, or 
hallucination, making clear that they are different 
levels of destruction in the perceptive activity and 
therefore have all sorts of intermediary states. For 
many years, Ey has concentrated on the psychiatric 
problems trying to give them an original formula- 
tion. He is now head of a new, active, and very 
successful school in France which should be better 
known abroad. 

R. pe Saussure, M.D., 
Geneva, Switzerland. 


Stress Srruations. Edited by Samuel Liebman. 
(Philadelphia: Lippincott, 1955. Price: $3.00.) 
The North Shore Health Resort (Winnetka, III.) 
has initiated a lecture series directed primarily 
towards the general medical community. This book- 
let represents the proceedings of the latest set of 
lectures in this series. It was devoted to the “emo- 
tional reactions to stress” and, more particularly, 
“the manner in which the personality responds to 
the pressures of personal and social difficulties.” 
The lectures are presented in print essentially as 
they were recorded at the time of the meeting. They 
deal with: (1) “Emotional Reactions to Frustration 
and Failure’ (L. L. Robbins); (2) “Emotional 
Reactions to Acute Illnesses” (F. J. Gerty); (3) 
“Emotional Reactions to Catastrophe” (J. P. Spie- 
gel); (4) “Emotional Reactions to Marriage” (L. 
H. Bartemeier); (5) “Emotional Reactions to 
Fertility and Sterility’ (B. B. Rubenstein); (6) 
“Emotional Reactions to Divorce’ (H. H. Garner) ; 
(7) “Emotional Reactions to Death and Suicide” 
(J. H. Masserman). 

The physiologists and internists interested in 
stress problems will be surprised to note that 
modern concepts concerning the somatic aspects of 
stress-reactions have been neglected to the point 
where there is not even an entry for adrenals, pitui- 
tary, corticoids, ACTH, eosinophils, or metabolism 
in the subject index, However, the lectures deal with 
the emotional reactions to emotionally produced 
strains in a very readable manner. 

Hans Setye, 
University of Montreal. 


Psycuutae Heure. By Kurt Schneider (Stutt- 
gart: Georg Thieme Verlag, 1955. Price 

D. M. 2.85.) 
Psychiatrie Heute is the published address, de- 
livered by Kurt Schneider on the occasion of the 
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565th anniversary of the University of Heidelberg. 
It is not devoted to clinical matters. Problems of 
science form the content of this brief, philosophical 
analysis of present-day psychiatry. Schneider de- 
fines psychiatry as the science of the psychic ab- 
normal, its manifestations, somatic and psychic de- 
terminants, and therapies. Thus, this science rests 
on 2 columns: somatology and psychopathology, 
which are essentially different in character. We do 
not really have a uniform science “psychiatry” but 
rather “the psychiatrist” whose concepts are founded 
on an “empirical dualism.” Psychophysical inter- 
relations include metaphysical elements which defy 
rational analysis. Body-mind unity is accepted as a 
matter of fact but efforts to define cause and effect 
relations run into conceptual obstacles which are 
beyond the realm of science. In the last analysis, 
then, psychiatry is metaphysics. 

Psychopathology is arranged in 3 groups. The 
first one concerns abnormal characteriologic varia- 
tions, clinically defined in terms of abnormal ex- 
periential reactions (neuroses) and abnormal per- 
sonalities (psychopathic personalities). The deeply 
involved relationship between personality and ex- 
periential processes has led to divergent viewpoints 
which favor either the basic personality structure 
or the experiential factors as genetic determinants. 
Schneider disagrees with the psychoanalytical per- 
sonality concept because it attributes too little, if 
any, significance to primary characteriologic varia- 
tion. He sees in the total denial of dispositional 
differences and their bearing on experiential capaci- 
ties a rebellion against those forces of nature which 
we are unable to direct. Abnormal personalities 
differ in a quantitative sense from our concept of 
average, however, they do not reflect disease 
processes. 

The second group by contrast comprises those 
psychic abnormalities which can be clearly attributed 
to diseases (organic syndromes). Diagnoses and 
therapy belong in the realm of medicine. This 
group, and this group alone, fits justifiably into 
nosologic entities. 

Great problems arise in regard to the third group, 
the “endogenous psychoses.” Kraepelin’s sympto- 
matic division into affective and schizophrenic psy- 
choses has survived all attempts for isolation of 
other entities. Both psychoses, however, are merely 
types of clinical patterns with many transitional 
states. They have never been identified as disease 
entities nor been found to be due to specific eti- 
ologies. It is, consequently, a pure postulate to con- 
ceive of them as diseases. What is actually known 
about their somatic and psychopathologic manifesta- 
tions is overshadowed by massive speculations, re- 
flecting prevailing cultural and scientific trends. If 
we are compelled, nevertheless, to think of the en- 
dogenous psychoses as diseases, we do so in recog- 
nition of their destructive interruption of the inner 
continuity of the personality. As an empirical sci- 
ence, psychiatry needs the disease concept to pro- 
vide a basis for future research. Schneider con- 
cludes with a consideration of philosophical doctrines 
which can contribute toward a clarification of the 
dualistic dilemma in the psychiatric view of man. 


This presentation of psychiatry will seem quite 
theoretical, perhaps even sterile, to American 
readers. Many will question the practicality of such 
logical concepts or condemn the scepticism toward 
psychoanalytic determinism. Schneider, as we may 
recall, wrote in his post-war “Letter from Germany” 
to this journal, “I am quite aware that in the United 
States a conceptual psychiatry is generally vigor- 
ously rejected as something useless and outdated. 
It is my opinion, however, that the psychiatrist 
who assigns chief importance to fluency and dy- 
namics must also ask himself what it is that is going 
on, what is there developing into what.” We should 
concede that his insistence on a conceptual delinea- 
tion of scientific and metaphysical areas serves a 
most useful purpose by forcing an awareness of the 
vague boundaries between belief and knowledge. 
He leaves no doubt about his own partiality as he 
ends with Goethe: “Aufrichtig su sein kann ich 
versprechen; unparteiisch su sein aber nicht.” 
F. A. Frevuan, M.D., 
Farnhurst, Del. 


INTRODUCTION TO CLINICAL PsycHoLocy. Second 
Edition. By L. A. Pennington, Ph. D., and 
Irwin A. Berg, Ph.D. (New York: Ronald 
Press, 1954. Price: $6.50.) 


Twenty-eight writers have contributed to this 700- 
odd-page volume. An introduction sets the stage 
for the rest of the book via chapters entitled, The 
Meaning of Clinical Psychology, Theoretical 
Frames of Reference in Clinical Psychology, and 
What is Normal Behavior? Part II discusses clin- 
ical methods: interviewing, intelligence testing, per- 
sonality measurement, and projective tests. Part 
III is entitled, The Problem Approach in the 
Clinic. Here there is material on childhood and 
adolescence, mental retardation, sexual and marital 
problems, psychosomatic medicine, the physically 
handicapped, speech disorder, psychoneurosis, psy- 
choses, psychopathic and criminal behavior, and 
later maturity. Part IV discusses psychothera- 
peutic problems and techniques, and Part V deals 
with research. 

This volume is well written and the material as- 
sembled so that it does not suffer unduly from 
having been written by many authors. It is a pro- 
fessionally self-conscious book: “Clinical psychol- 
ogy has matured in self-awareness and in asserting 
its equalitative position with psychiatry and other 
disciplines.” For the etiology of mental illness, 
psychological factors tend to be considered of pri- 
mary importance; for diagnosis, much reliance is 
placed on projective tests; and for treatment, psy- 
chotherapy is usually considered the method of 
choice. Treatments using chemicals, electricity, or 
surgery are referred to as assault therapies which 
are prescribed as adjuncts for patients whose severe 
symptoms prevent an effective personal relation- 
ship with the psychotherapist. 

In this sort of book we come back historically to 
the view which tends to assert the primacy of the 
mind over the body. Since, however, there is a 
necessity to admit the role of nonpsychological fac- 
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tors in illness the old dichotomies of mental and 
physical and nonorganic and organic become im- 
portant. One-sided medical training some years ago 
resulted in practitioners who used to say to patients, 
“there is nothing wrong with you madam, it is just 
your imagination.” Will the time come when the 
clinical psychologist can say with equal conviction, 
“there is nothing wrong with you madam, it is just 
your body ” If the fragmentation of the human 
organism should continue with the creation of sub- 
specialists who have not had basic training in med- 
icine which is kept up to date by practice we may 
see the time when every patient will have to make 
his own diagnosis before he can receive proper 
treatment. 

It is of interest that only a few years ago one 
of the main arguments for the developing field of 
clinical psychology was its potential contribution 
to research. In this volume research is put off to 
the last 20 pages. 

P. E. Huston, M.D., 
College of Medicine, Iowa City, Ta. 


Fourrmn ANNUAL Report on Stress, 1954. By 
Hans Selye and Gunnar Heuser. (Montreal : 
Acta Ine., 1954.) 


This volume continues the series of Annual Re- 
ports on Stress which have been published as 
yearly supplements to the monograph Stress, pub- 
lished in 1950 by the senior author. In the present 
volume, the same ingenious cross-referenced subject 
index, which with the author index makes up about 
half the book, is retained. By referring to the sub- 
ject index it is possible to compile most of the 
current literature on any topic falling within the 
field of stress research with relative ease and with 
assurance that most of the world literature has been 
covered, 

The section devoted to contributions of original 
articles by guest authors has been expanded greatly. 
Articles by G. W. Harris and C. Fortier on “The 
Regulation of Anterior Pituitary Function with 
Special Reference to the Secretion of Adrenocorti- 
cotrophic Hormone”; by H. Bacchus on “Ascorbic 
Acid and the Physiology of the Pituitary-Adrenal 
Axis”; by S. A. Simpson and J. F. Tait on “Aldo- 
sterone and Its Possible Role in the General Adap- 
tation Syndrome,” together with informative con- 
tributions by G. Asboe-Hansen; K. Brochner- 
Mortensen; A. Grollman; W. S. C. Copeman and 
O. Savage; M. Sonenburg; and J. Stamler, L. N. 
Katz and R. Pick are included. These contributions 
are of general interest and add considerably to the 
value of the book to the interested, but nonspecialist, 
reader, 

In Selye’s previous publications he has set a high 
standard for himself in respect to illustrations, di- 
agrams, printing, and general format, and the pres- 
ent volume conforms to the standard. 

E. A. Setters, 
Dept. of Physiology, 
University of Toronto. 


Current Tuerary—1955. Edited by Howard F. 
Conn, M.D. (Philadelphia: Saunders, 1955. 
Price: $11.00.) 


This is the 1955 edition of an annual begun in 
1949 and, it is hoped, to be continued for years to 
come. Two hundred and eighty-seven authors con- 
tribute concise methods of treatment for a host of 
conditions which may confront a physician in his 
practice. An accurate diagnosis is in many cases 
presupposed. 

To adequately review all of the methods advo- 
cated would require a complete knowledge of medi- 
cine in all of its aspects. This superman has not 
been available so the work has been judged by the 
articles on subjects in which the reviewer has had 
knowledge and experience. The methods of treat- 
ment in this group of conditions merit approval in 
every case, accordingly the conclusion is drawn that 
a similar standard of excellence prevails throughout 
the volume. 

The section on the psychoneuroses is short, oc- 
cupying only 6 pages. Nine contributors outline 
methods of management in neuroses, schizophrenia, 
the depressions, psychoses, acute mania, and delirium. 
These articles should be very helpful to the physi- 
cian who meets an occasional case of mental dis- 
turbance and has to deal with it before a psychia- 
trist assumes charge. 

The book is highly commended as an up-to-the- 
minute summary of new and established therapy and 
will prove a safe guide to physicians, particularly 
to those in general practice. 

Matcotm H. V. Cameron, M.D., 
Toronto, Canada. 


Disornpers or Craracrer. Persistent Enuresis, Ju- 
venile Delinquency, Psychopathic Personatity. 
By Joseph J. Michaels, M.D. (Springfield: 
C. C. Thomas, 1955. Price: $4.75.) 


From a study of the relationships between per- 
sistent enuresis, juvenile delinquency, and psycho- 
pathic personality over a period of years, Michaels 
concludes that “the general pattern of lack of con- 
trol which characterizes persistent enuresis per- 
meates the whole psychopathic personality in whom 
enuresis persisted from birth. This lack of control 
can be observed as a short-circuiting in a neuro- 
psychologic sense and an acting out from the psy- 
choanalytic standpoint.” These studies have led the 
author to believe that “there is one type of delin- 
quent and psychopath whose origins can justifiably 
be traced back to a specific psychosomatic dis- 
position.” 

Regarding character development, Michaels con- 
siders impulsiveness to coexist with psychopathic 
personality and a weak ego (persistent lack of 
spincter control) at one extreme, and at the other, 
compulsiveness with the compulsive neurotic char- 
acter and a strong ego (early spincter control). 

From a practical standpoint, the following advice 
will be of interest to those psychiatrists who deal 
with the problems of childhood: “But the basic 
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principle in the rearing ard the treatment of a child 
with persistent enuresis would be that ego aspects 
should be stressed towards the formation of healthy 
identifications and towards greater inhibition, con- 
trol and discipline leading to the development of 
some degree of compulsiveness that grows from 
within. 

“Such a strengthening of character at an early 
age may be the keystone towards preventing later 
delinquency and psychopathy. For even though the 
unique configuration of the impulsive character has 
been emphasized, it by no means should follow that 
individuals of this type are destined to react with 
anti-social behavior.” Perhaps a more appropriate 
title for this monograph would have been “Per- 
sistent Enuresis and Allied Problems,” as enuresis 
is really the focal point of his thesis. 

T. L. L. Sontat, M.D., 
Ochsner Clinic, 
New Orleans, La. 


PsycnHo.ocy, THe Nurse, AND THE Patient. Second 
Edition. By Doris M. Odlum. (New York: 
Philosophical Library, 1954. Price: $4.75.) 


The second edition of Psychology, The Nurse, 
and the Patient provides material for the British 
Examinations for State Registered Nurses. Al- 
though it is written for this specific purpose, the 
understanding of the material, while it is not in 
detail, is valuable and should promote effective pa- 
tient care. Miss Odlum is well qualified to write 
such a book and she draws on her experiences as a 
physician, a psychiatrist, and a patient. 

The first section deals simply and briefly with a 
concept of behavior, personality structure, and 
mental mechanisms, with stress being placed on 
the early development and environment of the child. 
The second part deals more specifically with the 
application of psychology to a number of problems 
that arise in nursing. The general problems which 
Miss Odlum has chosen to discuss are practical and 
applicable to many situations. As well as the 
difficulties confronting the adult patient in hospital 
she has discussed problems which arise specifically 
for the outpatient and the sick child. There is a 
very brief discussion of the psychoses and psycho- 
neuroses in the last 4 chapters. Some of the pre- 
disposing causes and treatments for these conditions 
are included. 

The book is short, easy to read, and, in general, 
applicable to our situations. A somewhat different 
organization might have avoided repetition of ma- 
terial and the feeling that certain chapters were 
added separately. Throughout the book it is 
stressed that if we expect to work with others and 
to help them effectively we must understand some- 
thing of the influences which modify one’s own 
behavior as well as that of others. 

Katuieen Kino, 
School of Nursing, 
University of Toronto. 


INTRACRANIAL Guiomata. By John Penman, M. B., 
M.R.C.P. and Marion C, Smith, B. Sc., M. B. 
Medical Research Council. Special Report 
Series No. 284. (London: Her Majesty's 
Statonery Office, 1954. Price: 55.) 


This is a detailed statistical report of 298 intra- 
cranial gliomata found in the neurosurgical records 
of St. George’s Hospital, London, between August 
1937 and August 1947. The pathological classifica- 
tion is glioblastomata, 163; astrocytomata, 99; oli- 
godendrogliomata, 14; medulloblastomata, 20; 
ependymomata, 2. 

This material is analyzed with reference to sex, 
age, location of tumors, symptomatology, onset- 
admission interval, survival period after admission, 
survival period after onset of illness, radiological in- 
vestigations, treatment and result of treatment. 

The authors’ main conclusions are: 

“1. More males than females were affected, but 
only in early and middle adult life. 

2. The left side of the cerebrum was affected more 
often than the right. 

3. Both the length of illness before admission and 
the length of life after it were, in most cases, short. 

4. The incidence of cardinal symptoms and that of 
radiological abnormalities were related most closely 
to tumor sites. 

5. The whole length of the illness was related 
closely to tumor sites but even more closely to 
age, for youth and a comparatively long survival 
period were strongly associated. 

6. The results of surgery were very good in cases 
of cerebellar tumors that could be completely ex- 
cised, and fair in cases of some tumors of the cere- 
bral hemispheres; but many sites were inaccessible. 

7. The results of radiotherapy, in our opinion, are 
impossible to assess for lack of controls, and we 
urge that even at this late stage it should be sub- 
jected to a controlled clinical trial.” 

Eric A. Linen, 
The Banting Institute, 
Toronto, Canada. 


Tue Mentar Hosprrar. By Alfred H. Stanton, 
M.D. and Morris S. Schwartz, Ph.D. (New 
York: Basic Books, 1954. Price: $7.50.) 


This is an important book that should be of 
interest to all who are concerned with the mental 
hospital. It is the story of an intensive study made 
in a small private hospital over a period of 3 years. 
The actual research data were obtained from 15 
patients on a disturbed ward. The studies were 
carefully performed, and the details are presented 
for examination. 

“Most articulate patients and substantially all the 
staff took it for granted that mental disorder was 
the result of interpersonal difficulty, and that the 
effective treatment of it was in interpersonal terms. 
‘Psychotherapy’ and ‘treatment’ were synonyms in 
this hospital, in contrast to certain other hospitals 
where insulin or some other therapy is ‘treatment.’” 
Two of the findings have been widely quoted. 


‘ 
= 
| 
' : 
3 


318 


BOOK REVIEWS 


When disagreements occur among the staff as to 
patient management, it is reflected in disturbance 
among the patients. Patients who are subjected to 
loss of self-esteem or attitudes that tend toward 
devaluation develop incontinence. The data on dis- 
agreements were based on successful management 
of 10 severe excitements, while the material on 
incontinence derived from the intensive study of 3 
patients. 

Those with experience in the mental hospital will 
find themselves willing to believe the generalities 
from the limited data for they recall many similar 
experiences. The authors recognize the inadequacy 
of the sampling: “Confirmation of our findings is 
necessary, for we have only anecdotal evidence 
which permits us to say that they apply to other 
hospitals. ... There is no body of theory now 
adequate to permit generalization, and the hospi- 
tal we have studied is itself atypical.” 

The main sections of the book are: I. Analysis 
of the Problem; II. Formal Organization of the 
Hospital; III. Ward Organization; IV. Institu- 
tional Integration; and V. Informalities. 

After clearly defining the clinical problem, some 
of the recent social structure studies in mental hos- 
pital functioning are reviewed. In Section II, atti- 
tudes toward the formal organization are discussed 
as well as institutional purposes and their ac- 
complishments. 

“Broadly speaking, the ways of keeping a pa- 
tient’s tension at a relatively low level are fairly 
easy to state. The patient’s needs are met unless 
there is a clear reason why they cannot be; if such 
an occasion arises, the reason is given to the pa- 
tient, and staff and patient together can work at 
the new problem of discovering a possible alterna- 
tive. To carry this out, many psychiatrists need to 
remember how few satisfactions are available to the 
patient in the hospital as compared to those avail- 
able in the community at large; remembering this 
will help avoid easy concern about making the pa- 
tient too ‘comfortable.’”” 

Section III analyzes the happenings on the dis- 
turbed ward which was the setting of the project. 
The roles of the doctor, nurse, aide, and patient 
are described. 

“It is hard to keep in mind what it means sub- 
jectively to be a mental patient; to be so fearful 
that each aspect of the environment represents a 
threat to one’s existence; to experience the world 
as unreal and to see the ‘Sutside’ as just a flimsy 
structure with no substance; to live with the feeling 
of restraint and being closed in, or suffocated, and 
to feel rebellion and resentment at this and be un- 
able to express it in any effective way; to experi- 
ence utter, desperate, and unrelieved loneliness, with 
no hope of change ; to feel that in the entire universe 
there is no person that will ever understand one; to 
believe that one’s actions have no effect and that 
one is not affected by the actions of others. To be a 
mental patient rveans to feel removed from the 
human race and to view oneself as not quite human ; 
it means to be lacking in privacy and to be exposed 
to the view of strangers, and forced to associate 
with these strangers, when association with anyone 


is a thing to be dreaded and shunned. For associa- 
tion with others is unpredictable; it may be terrible 
in many different ways: one may be treated with 
contempt or one may experience the delicious sur- 
prise of being treated very gently, and this may be 
even worse for it arouses hope and hope always 
means some internal upheaval. The world of the 
mental patient is a world of anxiety.” 

Section IV covers all aspects of communication 
and the transmission of information and misinfor- 
mation. It also considers the use of power and the 
making and enforcing of decisions. 

This reviewer found Section V, dealing with In- 
formalities, most delightful. Some of the most sig- 
nificant findings are covered in the chapters dealing 
with the management of the “special case,” with 
excitements that developed from hidden staff dis- 
agreements, with incontinence, and the general dis- 
turbances that develop on a ward with the break- 
down in morale. 

Every hospital administrator and everyone re- 
sponsible for the development of policy in the care 
and management of institutionalized mental patients 
should read this book carefully. Personnel engaged 
in treatment of patients will want to read it also. 
It is to be hoped that it will stimulate some to 
verify, if possible, the findings suggested. If the 
generalization put forward prove valid, it could well 
lead to a revolution in both the mental hospital as 
an institution and in the care and management of 
patients with psychiatric illnesses. 

Wa ter E. Barton, M.D., 
Superintendent, Boston State Hospital. 


Tue Stupy or Personauiry: A Book of Readings. 
Edited by Howard Brand. (New York: Wiley, 
1954. Price: $6.00.) 


The editor of this collection of papers has a 
three-fold purpose: (1) to demonstrate that a 
groundwork exists for a science of personality ; 
(2) to encourage critical evaluation of research 
reports; and (3) to offer a brief guide for the for- 
mulation and execution of investigations in the area 
of personality. The volume, in addition to occa- 
sional commentary by the editor, comprises some 
30 papers culled from the literature of anthro- 
pology, psychology, psychiatry, sociology, and sci- 
entific method. Contributors include, among others, 
Franz Alexander, Gordon Allport, H. J. Eysenck, 
Ernest Hilgard, Neal Miller, Harry S. Sullivan, 
and Robert Thouless. All articles have appeared 
elsewhere previously. 

Dr. Brand prefaces the body of the book with a 
thoughtful assessment of the present status of the 
study of personality. His evaluation of this rather 
disparate field is perhaps oversimplified but does 
provide organization and focus for the reader. In 
addition, this introductory section offers advice for 
the critical reading of research literature, a section 
which tends to be slightly pedantic, but admittedly 
one considered objective of the book is to reach the 
unsophisticated reader and student. 

The ‘general contents of the book are classified 
into 3 major divisions (theory, methods, and prob- 
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lems), analogous to the sequence ordinarily fol- 
owed in the actual execution of a piece of research. 
This classification is somewhat forced since almost 
all articles could logically be placed in more than 
one division. Brand utilizes this systemization, 
however, as a medium for giving a brief exposi- 
tion, preceding each of the divisions, on the special 
meaning of theory, methods, and problems in per- 
sonality research. His comments in each case are 
pertinent and concise, and nowhere does he suc- 
cumb to the temptation of reinterpreting or over- 
analyzing a contributor’s article. He permits the 
papers to speak for themselves. 

For the reviewer the most rewarding papers were 
Donald MacKinnon’s article (1944) on anxiety, 
Thouless’ discussion (1951) of methodology, and 
William Stephenson's description (1950) of Q-tech- 
nique. MacKinnon emphasizes the impressive ex- 
planatory power of the topological approach. Thou- 
less challenges both psychoanalysts and research 
psychologists for more rational cooperation so that 
Freud’s theory may become neater, better substan- 
tiated, and more integrated with other theoretical 
systems. Stephenson’s paper, although a bit obscure 
at points, can serve as an introduction for those 
still not initiated to a relatively new, if controver- 
sial, statistical tool, as the writer tests certain de- 
ductions from Jung’s theories. 

The book is probably of greater value to the stu- 
dent than to the experienced researcher. For the 
former there is exposure to some of the better pieces 
of literature, with a good sampling of methods and 
orientations. So far as the personality researcher 
per se and the psychiatrist too are concerned much 
that this book has to say is old hat. Some articles 
go back as far as 20 years although almost one- 
half of them cluster, for some reason, around 1949 
and 1950. One could wish also that the editor had 
been somewhat less modest and imposed more of 
his own conceptualizing in his organizational efforts 
rather than defer so often to the work of others. 
But perhaps this is not a fair task to ask of an 
editor whose announced function is to present a 
survey. For the researcher and the psychiatrist 
there certainly lies in this book an opportunity to 
reappraise their special field of interest, which, it 
must be said, remains still largely uncharted despite 
all the encouraging progress that has been reported. 

STANLEY D. Imper, Pu. D., 
School of Medicine, 
The Johns Hopkins University. 


Personatitry THroucn Percertion: AN Experi- 
MENTAL AND CunicaL Stupy. By H. A. Wit- 
kin, H. B. Lewis, M. Hertzman, K. Machover, 
P. Bretnall Missner, S. Wapner. (New York: 
Harper, 1954. Price $7.50.) 


This book is the outcome of what we might call 
“chain-reaction research,” where one study stimu- 
lates another which stimulates another, and so on, 
until a considerable body of knowledge is accumu- 
lated in a given area, and where the original area, 
which was modest and simple, comes to assume 
great proportions and complexities, developing im- 


plications never suspected in the beginning. The 
antecedent experiment for the present book oc- 
curred in 1912. Wertheimer was studying a phe- 
nomenon of perception and concluded that the per- 
ceived vertical is established mainly in relation to 
the visual framwork rather than according to body 
position. Gibson and Mowrer in 1938 modified 
Wertheimer’s experiment and reversed his conclu- 
sions. Asch and Witkin began a series of in- 
genious experiments 10 years later to study the 
problem further. Witkin became impressed with the 
marked individual differences with respect to the 
process of orientation. Some subjects relied almost 
exclusively on the visual field, others on bodily 
position. Women relied more on the visual field 
and less on body experiences than men did. Sub- 
jects were consistent, but dependence on the pre- 
vailing mode of orientation could be reduced by 
training, the change occurring as a result of the 
subject’s “figuring things out” rather than by al- 
tering the perception itself—in the sense of imme- 
diate impressions. 

The present book undertakes primarily to ac- 
count for the observed marked individual differ- 
ences by asking how these two modes of orientation 
are related to personality factors. Experimental 
procedures developed earlier were used in con- 
junction with some new ones, and 103 normal sub- 
jects and 77 psychiatric patients were given these 
plus a battery of psychological tests and interviews. 
A sizable number of children of different ages 
were also studied. The bulk of the book represents 
the efforts of Witkin and his colleagues to inter- 
relate the findings obtained through the various 
procedures. The task is of heroic proportions, the 
6 authors taking major responsibility for various 
phases of the study, with a large number of re- 
search assistants and professional colleagues also 
contributing time, energy, and thought. 

The outcome of all this enterprise is an interest- 
ing series of coordinated researches, each of which 
is reported separately in a different chapter. Most 
of the chapters read like journal articles, with the 
addition that most of the details of procedure and 
evaluation have been spelled out more thoroughly. 
The material is presented as simply and readably 
as its inherent complexities permit. 

The findings reported are provocative through- 
out; ¢.g., “a tendency for field-dependent per- 
formers to lack insight, to repress their impulses, 
to be passive, to yield to their inferiority feelings, 
and to be tense. Subjects who successfully resisted 
the influence of the field generally tended to show 
self-awareness, to express their impulses directly, 
to be active, to deal with inferiority feelings in a 
compensatory way, and to show self-assurance” 
(pp. 203-4). In a summarizing chapter on The 
Nature of Perception-Personality Relationships, the 
authors discuss some theoretical implications of 
their findings, with special reference to develop- 
mental, sexual, cultural, and psychopathological fac- 
tors. Appendices are added to demonstrate the 
methods used to evaluate Figure-Drawing, case 
history material, Sentence-Completion, and Word- 
Association test results. 
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The experiments analyzing perception are more 
rigorous in their conception and execution than are 
those which purport to relate personality factors to 
the basic modes of perception. Exception could be 
taken to the kinds of tests selected, the reasons for 
their selection, and the statistical procedures em- 
ployed, Despite these possible objections, the dem- 
onstration of a linkage between personality traits 
and perceptual modes is fairly convincing. What 
uses the authors will make of their findings, either 
in the study of perception or personality, normal or 
pathologicai, remains to be seen. 

Davin RosentTHAL, 
The Johns Hopkins Hospital, 
Baltimore, Md. 


Tue Dear ano Tuem Prostems. By Kenneth W. 
Hodgson. (New York: Philosophical Li- 
brary, 1954. Price: $6.00.) 


This is the American edition of a book published 
in England in 1953. The title would suggest that 
the volume would be of value to psychiatrists, pe- 
diatricians, otologists, and other physicians who 
have to deal at times with patients with hearing 
defects who are having emotional difficulty in ad- 
justing to their handicap. Unfortunately the author 
touches on this very real problem so sketchily that 
from the psychiatric viewpoint the book is of little 
or no value. 

The book is divided into 3 parts, plus a preface 
by Sir Richard Paget and an introduction in which 
the author exhorts the reader to consider the eco- 
nomic and social seriousness of caring for the deaf. 

Part one is devoted to the anatomy and embry- 
ology of the hearing apparatus, the pathology of 
deafness, and audiometry. The chapter on the 
mechanism of hearing is about as confusing as it 
would be possible to make it. Later in the text the 
author “Confucius” saying that “a picture is worth 
ten thousand words.” It would have been well if 
he had taken this literally and used diagrams in- 
stead of trying to describe the middle ear, cochlea, 
and vestibular apparatus from a “Lilliputian” 
journey through them. In addition to being con- 
fusing, the account is inaccurate—one of the glar- 
ing inaccuracies being his attributing facial paraly- 
sis to injury to the chorda tympani nerve. 

Part two deals exhaustively and at great length 
with the history of deafness, the philosophical and 
religious attitudes toward deafness and the deaf in 
ancient and medieval society, and detailed descrip- 
tion of men and the methods they devised for the 
treating of deaf mutes from the sixteenth through 
the nineteenth century. 

Part three tells of the problems of teaching the 
deaf in the twentieth century and deals particularly 
with the various enabling acts and other govern- 
ment and private provisions for supporting schools 
and other teaching facilities, particularly in England 
and the British Isles. 


The book, in spite of its somewhat misleading 
title, is not entirely a waste of time for the psy- 
chiatrist. It is more verbose than it needs to be. 
There is a curious admixture of science, philosophy, 
and platitudes. But for anyone interested in the 
historical development of changing attitudes toward 
human infirmity, in ingenious and sometimes almost 
inspired discoveries in methods of teaching, and in 
personality problems implied rather than stated, the 
book is worth reading. 

Russet T. M. D., 
Detroit, Michigan. 


A Syntnesis or HUMAN Benavior. By Joseph C. 
Solomon. (New York: Grune & Stratton, 
1954. Price: $5.00.) 


This book is an attempt to integrate modern 
psychoanalytic thinking concerning the development 
of the ego. 

Unlike the usual psychoanalytic writings, the 
author begins with a new-born child and studies the 
structure, development, and integration of the ego 
through the various growth periods to senescence. 
His main emphasis is on the normal, although he 
at times uses the pathological to emphasize and 
elaborate his thinking concerning the normal. 

The unique and stimulating thing about the book 
is the author’s stress on the evolving of the cogni- 
tive processes in the human personality and their 
close relationship to the development of the ego. 
Throughout the first half or three quarters of the 
book, there is great emphasis upon the importance 
of perception in the evolving of the ego. He dis- 
tinguishes 3 levels of thinking: the early infantile 
“primary perceptual thinking” where the infant 
responds only to the sensations of the immediate 
present. The next stage is “secondary perceptual 
thinking” which reaches its peak at the oedipal 
period and is a merging of the memories of infantile 
primary perceptions with concepts that have been 
learned at a later period. The final stage he calls 
“conceptual,” and this is the level of the mature 
adult who is able to abstract and synthesize experi- 
ence and have an awareness of the meaning of 
things. The author stresses the importance of this 
latter stage of thinking in maintaining the integra- 
tion and the intactness of the ego. 

Thus the author makes the ego more than just 
a part of the motor system. At one end of the ego 
is perception, and action is at the other. The ego 
records, evaluates, observes, warns, wards off, ex- 
ecutes, organizes, integrates. 

The author has done an excellent job in pre- 
senting, in a relatively small book, a frame of refer- 
ence that helps one to see the forest for the trees. 

Artruur H. Kiracore, M.D., 
Saint Elizabeths Hospital, 
Washington, D. C 


Say not you know another entirely till you have divided an inheritance with him. 
—LAvaTER 
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INFLUENCING THE SAFETY 
OF ELECTROCONVULSIVE THERAPY 


‘ANECTINE’ 


CHLORIDE brand 
SUCCINYLCHOLINE CHLORIDE 


“removes practically all of the previous risks inherent in the treatment.’ 


“ ..patients treated with this muscle relaxant, though often 


respiratory 
apneic, are readily ventilated with oxygen. Skin color remains 


safety 


excellent.’’? 


“The most important [observation] is the elimination of 


hypoxia or anoxia.’ 


“The arterial blood pressure is found to rise during the 
[unmodified] electroshock. When the muscular spasms and the 
asphyxia are eliminated with the administration of succinyl- 
choline and oxygen, a slower and more even rise is noted; .. .”"* 


cardiovascular 
safety 


“In ordinary electroshock therapy the heart rate is found to 
be irregular and greatly increased. Muscular relaxation pro- 
duced by succinylcholine is noted to result in a slower and more 


even rate.’’* 


orthopedic “...the occurrence of fractures and dislocations has been 


reduced to zero.”* 


safety 


“No fractures occurred in the group during therapy.’’® 


“Modification of electro-convulsive therapy with thiopental 
sodium and succinylcholine chloride is a much safer treatment 
as shown by the absence of fractures and medical complications 
in our series of 7,500 treatments.”’! 


over-all 
safety 


references : 
1. Saltzman, C., Konikov, W., and Relyea, R. P.: Dia. Nerv. Syatem 16:154, 1955. 2. Nowill, 
W. K., Wilson, W., and Bordera, R.: A.M.A. Arch. Neurol. & Paychiat. 71.189, 1054. 
Steven, R. J. M., Tovell, R. M., Johnaon, J. C., and Delgado, E.: Ancatheniology 16: 624, 1954 
4. Holmberg, G., et al. A.M.A. Arch. Neurol. & Paychiat. 72:74, 1954. 5. Wilaon, Wo P, 
and Nowill, W. K.; ibid, 71:122, 1954. 


‘ANECTINE’ Chloride brand Succinyicholine Chloride INJECTION For intravenous injection 
20 mg. per ce. 
Multi-dose vials of 10 ce. 


BURROUGHS WELLCOME & CO. (U.S. A.) INC., Tuckahoe, New York 
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Two articles in the April 30th issue of The Journal of the AMA'? report on... 


a new tranquilizer 
with muscle relaxant action 


Miltown 


brond of meprobomate 
2-methy|-2-n-propyl-1, 3-propanediol dicarbamate 


THE MITOWN MOLECULE unrelated to chlorpromazine or reserpine— 


orally effective in 


mild and severe cases of 


meen, TENSION and MENTAL STRESS 


No autonomic side effects. 

Well tolerated. 

Not habit forming. 

Acts within 30 minutes. 

Effective over a period of 6 hours. 


“Miltown . . . is a practical, safe, and clinically 

eseese, useful central nervous system depressant. It is 

0 a not habit forming. Miltown is of most value in 

ne 400 mg. 

tablet three the so-called anxiety neurosis syndrome, especially 

times daily. when the primary symptom is tension . . . Miltown 
is an effective dormifacient and appears to have 
many advantages over the conventional sedatives.’’! 


1. Selling, L. S.: J.A.M.A. 157: 
1594, 1955. 


2. Borrus, J. C.: J.A.M.A. 157: 
1596, 1955. 


A product of original research by 
WALLACE LABORATORIES 


Division of Carter Products, Inc., New Brunswick, New Jersey 
REPRINTS AND SAMPLES AVAILABLE ON REQUEST 
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BASIC BOOKS INC. announces four new volumes 
of particular interest to psychiatrists 


EMOTIONAL DISORDERS OF EARLY CHILDHOOD 
Edited by Gerald Caplan, M. D. 


34 noted psychiatrists, psychologists and social workers—comprising the 
leading specialists and practitioners of five continents—contribute to this 
definitive presentation of the newest advances in the diagnosis, treatment 
and prevention of emotional disorders in children under six, This authori- 
tative book, published under the auspices of the International Association 
for Child Psychiatry, is of major importance for every psychiatrist con- 


cerned with clinical work or research in the field of childhood disorders, 
$7.50 


(November). 


THE LIFE AND WORK OF SIGMUND FREUD 
VOLUME TWO: Years of Maturity (1901-1919) 
By Ernest Jones, M.D. 


Here is the second volume of Ernest Jones’ definitive biography of Sig 
mund Freud, recreating the drama of Freud's life and work from the 
turn of the century to the end of World War I. Dr. Jones traces the early 
struggles for recognition, the growth of conflict within the psychoanalytic 
movement and Freud's breaks with Adler, Stekel and Jung, Freud's only 
visit to America and the beginnings of international fame; and presents 
a penetrating assessment of Freud's major contributions during the Years 
of Maturity. (Just published). $6.75 


We 


THE INTERPRETATION OF DREAMS 
By Sigmund Freud 

Edited and translated by James Strachey 

Of this great classic, Freud himself once wrote: “It contains the most 
valuable of all the discoveries it has been my good fortune to make.” 
Here, at last, is the first complete and definitive English translation, in- 
corporating all the changes, additions and deletions made by Freud over 
a period of 30 years, and also including a detailed commentary by Mr. 
Strachey in which he traces the development of key concepts and hy- 
potheses in Dreams and the entire body of Freud's writings. (Just pub- 
lished). $7.50 


INTERPRETATION OF SCHIZOPHRENIA * 
By Silvano Arieti, M. D. 


A remarkably complete picture of schizophrenia presenting a detailed 
description of the psychodynamics of schizophrenia (seen both develop 
mentally and clinically), the formal mechanisms of schizophrenic think 
ing and communication, psychosomatic aspects, and methods of treatment. 
“A well-documented, comprehensive clinical description together with a 


dynamic interpretation. ... Provides a clearly stated guide for inter 
preting the individualistic communication of patients.”--David McK 
Rioch, M.D. $6.75 


*(A publication of Robert Brunner Inc., distributed by Basic Books Ine.) 


Two recent publications of note 


THE MENTAL HOSPITAL. By Alfred H. Stanton, M.D. & Morris S 


Schwartz, Ph. D. A study of institutional participation in psychiatric ill 
$7.50 


ness and treatment, 
THE CONSTRUCTION OF REALITY IN THE CHILD. By Jean Piaget. 
The development of the concepts of objects, causality, space and time in 
the first 18 months of life $6.00 


For a complete listing of titles available, write to 


BASIC BOOKS INC., Publishers, 59 Fourth Avenue, New York 3, N.Y. 
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NICOZOL relieves senile psychoses and cerebral arteriosclerosis, including 
mild loss of memory, mental confusion and deterioration, and 
abnormal! behavior patterns. 


Rehabilitation and release from public 

and private psychiatric institutions 
treating such disorders is possible. 
NICOZOL has been proved* safe 

and simple, as well as practical 

and inexpensive, and may be 

used with confidence to treat 
ambulatory cases. 
*Reference: Levy. S., Pharmacological Treatment of Aged Patients 


in State Mental Hospitals, J.A.M.A., (53:14, Pages 1260- 
1265, Dec. 5, 1953. 


Available in capsules and elixir - ask your pharmacist. 
Samples and literature will giadly be sent upon request. 


DRUG 
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ion, hyperexcitation, or disturbance 


Te lrange from 6.25 to 50 mg. daily, taken in 


Tablets, 25 ma 24and boties of 
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The Le den-Eyed 
| 
These are the patients dullec by mild listless, 
tagging, cheerless. For them Oral" WYAMINE piffe 
Smooth, gentle stimulation to banish the jaded, outlook,, 
6 revive mettle and resolution. In therapeutic doses, Oral 
‘ie 
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ANNOUNCING NEW CONVENIENCE 
IN NEUROPSYCHIATRIC THERAPY 


Serpasil 


2.0-mg. and 4.0-mg. TABLETS 


Also available shortly—for hospital and psychiatric use 
—a high-potency Serpasil Elixir with a pleasing cola- 
like taste; each 4 ml. containing 1.0 mg. of Serpasil. 
Literature describing the use of Serpasil in neuro- 
psychiatric disorders will be sent on request. Write 
Medical Service Division. 

SERPASIL® (reserpine crsa) 


MEDICAL HORIZONS Mondey Pm. 
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NO “BARRED LOOK” HERE! 


The Fenestra* Psychiatric Package Window 
unit helps create the homelike atmosphere 
and pleasant surroundings so important in 
modern mental therapy. 

With the attractive appearance of the 
modern, awning-type window seen in many 
homes, there is nothing to suggest restraint. 
The “barred look” is completely absent. The 
protection is where it should be—in the 
window's design, and in its covering screen. 

Besides the steel window itself, the 
Fenestra Psychiatric Package Window unit 
includes steel casings, operating hardware 
(bronze adjuster handle is removable), and 
the choice of three specialized, flush-mount- 
ed, inside screens. (1) A Detention Screen 
gives maximum restraint. The finest stainless 
steel mesh is attached to strong, concealed 
shock absorbers. (2) A Protection Screen, 
without shock absorbers, is used for less 
disturbed patients. (3) An Insect Screen 


Architectural, Residential and Industrial Windows « 
Metal Building Panels + Electrifioor* + Roof Deck « 
Hollow Metal Swing and Slide Doors 


is used for windows in nonrestraint areas. 

Basically designed for protection of the 
patient, the Fenestra Psychiatric Window 
presents no projecting parts to encourage 
climbing. There are no sharp corners, The 
patient cannoz get at the glass. All-weather 
ventilation is controlled without touching 
the screen. Window is washed inside and 
out, from within the room. 

To eliminate maintenance-painting, 
Fenestra Windows are available Super Hot- 
Dip Galvanized, from America’s only plant 
specifically designed for hot-dip galvanizing 
of steel windows. 

Only Fenestra completely fabricates a 
window unit of this type. For complete 
details, call the Fenestra Representative, 
listed in your classified telephone directory, 
or write Detroit Steel Products Company, 
Dept. AJ-2, 2276 East Grand Blvd., Detroit, 
Michigan. 


PSYCHIATRIC 


Fenestra | 


XXIII 


> 

The right windows make a REAL DIFFERENCE... al P 


‘a CEREBRAL tonic. 


L-Glutavite is specifically formulated to assist in the treatment of geriatric 
patients whose symptoms of weakness, apathy and fatigue are character- 
istic of waning cerebral metabolism. Himwich' reports excellent results 
with sodium glutamate in such cases, while Lehmann states that “a trial 
with nicotinic acid is always indicated . . .”? By combining these key 
factors with other vital nutritional elements, L-Glutavite effectively in- 
creases cerebral blood flow while it enhances the ability of cerebral tissue 
to utilize the increased nutrients provided. This unique therapeutic 
formula helps the tired, the apathetic, the depressed individual to face 
life more actively, and with greater interest. 


Supplied in cartons of 30 individual dosage packets; initial dose, 3-5 packets per day 
for 5 to 6 weeks. Pleasant-tasting appetite-stimulating powder, to be mixed in fruit 
juices or sprinkled on food. Contains monosodium L-glutamate, niacin, thiamine, ribo- 
flavin, ascorbic acid, ferrous sulfate and dicalcium phosphate, in high potencies. 


1. Himwich .£.: Paper presented at American Poychiatric Association meeting, St. Louis, May, 1954 
2. Lehmann, H.: 27th Annual Conference, Milbank Memorial Fund, New York, Paul 8. Hoeber, inc., 1952. p. 587 
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WALKIE-RECORDALL 


WORLD'S ONLY RECORDER OF ITS KIND 
LIGHTWEIGHT + SELF-POWERED 
NO WIRES OR PLUGS 


MODEL “CCB’’ 


specially designed ~ y , TOTAL WEIGHT 


9 LBS. 


for the psychiatrist (including briefcase) 


Ready to operate 


to meet his every need = wor deme 


RECORD AUTOMATICALLY AND WITHOUT SUPERVISION 
WHEREVER YOU CARRY OR PLACE THE BRIEFCASE 


Automatic Undetected Recordings up to 4 hrs. 


The self-powered Walkie-Recordall permits you to make unsupervised record 
ings automatically —anytime, anyplace-—in or out of the office—while walking, 
riding or flying—without connecting to electric socket. The miniature Walkie 
Recordall weighs only 8 Ibs., including self-contained standard batteries 
Provision available also for operation from 110 v. A.C. May be had with Miles 
Standard Briefcase. Walkie-Recordall picks up and records consultations, lec 
tures, diagnosis and interviews in or out of closed briefcase 


Sensitivity Range -- 60 ft. radius 


Walkie-Recordal!l picks up and records within a 60-ft radius in or out of closed 
briefcase. The Automatic Voice Equalizer assures equal voice volume within 
the sensitivity range. Monitoring provision from microphone or telephone 
available. Minimizes outside noises and disturbances such as typing, air con- 
ditioner, car motor, airplane engine 


Voice Activated ‘‘Self-Start-Stop”’ Eliminates Supervision 


Using this control, recording is automatically and instantly started upon the 
activation of voice vibrations and stops, automatically, within 8 seconds after 
voice ceases. The recording of silent periods is completely eliminated, This 
feature is particularly desirable when, for particular reason, Walkie-Recordall 
is left in a room with an unattended patient 


Case History Simplification 


A case history file may be compiled of Sonabands, the recording medium, that 
cost as low as 3¢ per hour for unalterable recordings that may be filed for 
yvermanent future reference. The unique indexing arrangement permits the 
immediate location for playback of any part of alae my | recorded text. Sub- 
sequent recordings may be accurately started where the last recording ended 
Thus recordings may be accumulated at intervals on a single Sonaband having 
a recording capacity up to 4 hours. Self-aligning Sonabands, the endless film 
belts, go on and off the recorder in a jiffy. Using Walkie-Recordall, time-con 
suming and expensive transcriptions may be eliminated by direct reference to 
the indexed Sonabands. Unalterable Sonabands last indefinitely, cannot be 
accidentally or otherwise erased, and are resistant to weather, water, dust, 
shrinkage and combustion. Flexible Sonabands are easily marked and com 
yactly filed in metal containers measuring 1 by 3 by 6 inches which hold 150 
fours of recording 


Telephone Recordings 


When using Miles Telemike, Walkie-Recordall will record two-way telephone 
conversation, 


WALKIE-RECORDALL — a product of 30 years of research 
For literature and price list write Dept. AJP-10 


MILES REPRODUCER COMPANY, INC. 


812 BROADWAY + NEW YORK 3, N. Y. * SPring 7-7670 
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EXCLUSIVE © 
RELEASE ON 
—READY FOR 


EMERGENCY] 


This Could Have Been 
Avoided With Chamberlin 
Psycho-Security Screens With 


Outside Emergency Lock Releases 


Yes, Chamberlin hinged Psycho-Secu- 
rity Screens in place of bars and fixed 
wire guards, are indeed a modern pro- 
tection when equipped with emergency 
lock releases. They insure against the 
tragedy of no-escape in case of fire, 
and thus they go a long way toward 
reducing the hazard of public liability 
suits, and de investigations. 


CHAMBERLIN HAS INSTALLED MORE 
PSYCHO-SECURITY SCREENS THAN 
ALL OTHER COMPANIES TOGETHER 


In the Psycho-Security 
Screen field Chamberlin 


BERLIN LOCK leads in design, engi 
‘SIDE OF SCREEN 
GENCY RESCUE 


neernng, manufacturing 
and advisory know-how 
You can depend upon 
the ethics and the serv 
ice to be expected from 
a concern that’s been in 
business $7 years 


3 TYPES MEET 
PATIENT NEEDS 
1) To withstand the 


fury of wolent atta 
Protection for the less wo 


For mildly disturbed 


Patents requiring protective 
custody 


WHAT PRICE PEACE OF MIND? 


In addition to these emergency values, 
Chamberlin Psycho-Security Screens 
are like a firm hand in a velvet glove 
in the endeavor to bring peace and 
ultimate recovery to disturbed patients. 


They imply no sense of restraint be- 
cause they look like an insect screen 
and, in fact, function as such. Yet the 
high-tensile, shock-absorbing, stainless 
steel mesh insures against damage to 
windows and hazards of self-injury, 
suicide and escape. 


Insist on 


CHAMBERLIN 


unequalled for security 
CHAMBERLIN COMPANY OF AMERICA 


Special Products Division 
1254 LA BROSSE STREET - DETROIT 32, MICHIGAN 


CHAMBERLIN TITUTIOMAL SERVICES Miners! Woe! Mela! Weather Sisips Calbing Meta! Combination Windows Doors, Meta! lesect Screses, pad fide: Glass Awnings 
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As a tranquilizing agent in office practice, 
Raudixin produces a calming effect, usually 
free of lethargy and hangover and without the 
loss of alertness often associated with barbi- 
turate sedation. It does not significantly lower 
the blood pressure of normotensive patients. 


In hypertension, Raudixin produces a 
gradual, sustained lowering of blood pres- 
sure. In addition, its mild bradycardic effect 
helps reduce the work load of the heart. 


Less likely to produce depression 

Less likely to produce Parkinson-like symptoms 

Causes no liver dysfunction 

No serial blood counts necessary during maintenance therapy 


Raudixin is not habit-forming; the hazard 
of overdosage is virtually absent. Tolerance 
and cumulation have not been reported. 


Raudixin supplies the total activity of the 
whole rauwolfia root, accurately standard- 
ized by a rigorous series of test methods. 
The total activity of Raudixin is not ac- 
counted for by its reserpine content alone. 


Supply: 50 mg. and 100 mg. tablets, bottles 
of 100 and 1000. 


© 4 88 SQUIBB 
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For 
Ruggedness, 
Dependability 
and 


Better Fidelity 


All Steel Console 


Stainless Steel dial plates 
and table top 


No “B" batteries or wet batteries 


MEDCRAFT 


ELECTRONIC CORP. 


GREAT EAST NECK ROAD , 


write for particulars 
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Designers and Manufacturers 
for the medical profession, 
Providing the advantages of both therapies 
= ‘Telephone: MOhowk 9-2 


Daytime sedation 


with 


mental alertness 


MEBARAL 


BRAND OF MEPHOBARBITAL hypertension 


—in depressed and agitated states 


Neurotic depression hiding beneath the disguise 
of multiple physical complaints is an everyday 
problem in medical practice. 


For effective sedation in these cases, and as a 
means of restoring harmonious relations 
between patient and environment, Mebaral has 
been found especially suitable because it lacks 
excessive hypnotic action. 


hyperthyroidism 
convulsive disorders 
difficult menopause 


hyperhidrosis 


DOSAGE 
Adults—32 mg. to 0.1 Gm. (optimal 50 mg.), 
3 or 4 times daily. 
Children—16 to 32 mg., 3 or 4 times daily. 


SUPPLIED 
Tablets of 32 mg. ('% grain) 
50mg. (% grain) 
0.1 Gm. (1% grains) 
0.2 Gm. (3 grains) scored 


Mebare!, reg. US Conede 
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INC. New York 18, N.Y. + Windsor, 


REDUCTION IN PRICE 


ON THE BIOGRAPHICAL DIRECTORY OF 
THE AMERICAN PSYCHIATRIC ASSOCIATION 


1950 EDITION 


WE have only a few more copies left. Psychiatrists, psychiatric clinics 
find the DIRECTORY indispensable. 


PATIENTS travel or move to other parts of the United States. They 
have relatives and friends in all parts of the country who frequently ask to 
be referred to colleagues or have recommended to them privately practicing 
psychiatrists or clinics throughout the United States, therefore, it is neces- 
sary for you to own a copy of: 


THE BIOGRAPHICAL DIRECTORY 


PRICE upon publication was $12.00. Until recently it had been reduced 
to $10.00. It is now available for $5.00. 


THE exhaustive alphabetical section of the DIRECTORY gives you com- 
plete information about more than 4,000 of your colleagues with reference 
to: 

TRAINING 

RESEARCH ACTIVITIES 

TYPE OF PSYCHIATRIC TRAINING 
AFFILIATION 


SECURE your copy of the DIRECTORY (Publ. 1950) by ordering from: 


EXECUTIVE ASSISTANT : 
AMERICAN PSYCHIATRIC ASSOCIATION 
1270 Avenue of The Americas, Rm. 310 

New York 20, New York 


TO facilitate distribution, enclose your check for $5.00. 


XXX 
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New Membership Directory Now Available 


LIST OF FELLOWS AND MEMBERS 
OF THE : 

AMERICAN PSYCHIATRIC ASSOCIATION 
1955-1956 


Gentlemen: I enclose $ . for my copy of the new 1955-1956 APA 
Membership Directory. 


Mail to: 
EXECUTIVE ASSISTANT 
AMERICAN PSYCHIATRIC ASSOCIATION 
1270 AVENUE OF THE AMERICAS, Room 310 
New York 20, New 


In nausea and vomiting 
As pre-anesthetic (no injection) 


CHLORAL 
T. ‘ol lsio 


SAFE SEDATION WITHOUT HANGOVER 
RECTAL 


BAP oie ATION Now chloral hydrate can be given in measured 


rectal dosage without gastric irritation, and in 
cases is difficult or 
impossible. Aquachloral Supprettes do not re- 
or. 10 ©. quire double oral dose as ordinary suppositories, 
15 Gr. (yellow). In Jars of 12. because of Webster's exclusive “Neocera” base, 
WHAT 08 “NBOCERA” BASE? which permits rapid and complete absorption of 


Contains no oils or fatty materials. Con- 

sists of bland, woes — Carbo- 4 

waxes* with active dispersal agent. 4 

Breaks down in presence of fluids only, : } 

medication completely and AC HLOR. 
uniformly for availability. 
*Trade-mark U. C 

Aspirin (rectal administration) 
Aspirin w/secobarbital sodium 

Gentian Violet (moniliasis) THE WILLIAM A. WEBSTER CO. 


Gentian ‘E. V." (pinworms) Memphis 3, Tennessee 
PROFESSIONAL SAMPLES AND LITERATURE AVAILABLE ON REQUEST 
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PRINTING + LITHOGRAPHING + GRAVURE + BOOKS + FOLDING BOXES + LABELS 


Controlled 


for Printing 


Satisfaction 


In this new four-acre plant—one of the most modern and completely equipped 
in America~-The Lord Baltimore Press produces a wide range of high quality 
printing and packaging requirements. 

Lighting and a conditions are standardized for uniform and efficient 
results. Raw materials, reproduction methods and finishing processes are under 
laboratory control, Skillful technical advice, editorial assistance and functional 
designing are available to supplement our mechanical facilities. 

Satisfying and helping the customer are our principal concerns. May we have 
an Opportunity to discuss your printing needs? 


THE LORD BALTIMORE PRESS 


Edison Highway and Federal Street 

BALTIMORE 13, MARYLAND 
NEW YORK: 477 Madison Ave. CHICAGO: Suite 1928, 333 N. Michigan Ave. 
LOUISVILLE: Starks Bidg., 4th & Walnut Se. LOS ANGELES: 1231 S. Main Se. 
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DIRECTORY 


OF 


SANITARIUMS AND PRIVATE HOSPITALS 
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MILWAUKEE SANITARIUM FOUNDATION, INC. 
Wauwatosa, Wisconsin 


Office—1509 Marshall Field Annex 
East Washington St.—Wednesdays, 1-3 
62) 


Maintaining the highest standards 


since 1884, the Milwaukee Sanitarium 


Josey A. Kinpwau, M. D. ati ‘ P 
ae _D. Foundation continues to stand for all 


Wiitiam T. Keapweu, M. D. at i 
that is best in the contemporary care 


and treatment of nervous disorders. 


Ames A. P artieslage 
aT an Photographs and particulars sent on 
request. 


Warvo W. Buss, Executive Director 


COLONIAL HALL— 
One of the 14 Units in “Cottage Plan” 


ESTABLISHED 


WESTBROOK SANATORIUM 


A private psychiatric hospital em- Staff PAUL V. ANDERSON, M.D. 
ing modern diagnostic and treat- 
ploying ag 


ment procedures—clectro shock, in- 


REX BLANKINSHIP, M.D. 
Medual Director 


sulin, psychotherapy, occupational and 
recreational therapy—for nervous and THOMAS F. COATES, M.D. 
mental disorders and problems of ————————— 
R. CRYTZER, Administrator 
addiction. 

P. O. Box 184 RICHMOND, VIRGLAIA Phone $-3245 


Brochure of Views of our 123-Aere Estate 


4 | 
4 
a 
+ 
“g 
he 
A ia Sent on Request 4 
XXXIV 


HALL-BROOKE 
An Alive Hospital 


A licensed private hospital devoted to active treatment, analytically- 
oriented psychotherapy, and the various somatic therapies. 

A high ratio of staff to patients. 

Large occupational therapy building with a trained staff offers 
complete facilities for crafts, arts and recreation. Full program of 
outdoor activities. 

Each patient is under constant, daily psychiatric and medical 
supervision. 


Located one hour from New York on 120 acres of Connecticut 
countryside. 


HALL-BROOKE 


Greens Farms, Box 31, Conn., Tel.: Westport, CApital 7-5105 
George S. Hughes, M.D. Robert Isenman, M.D. 

Leo H. Berman, M.D. Blanche Glass, M.A 

Alfred Berl, M.D. Mrs. Heide F. Bernard and 

Louis J. Micheels, M.D. Samuel Bernard, Administrators 


New York Office: 46 E. 73rd St., New York, N. Y., LEhigh 5-5155 


READJUSTMENT 


Information 
Brochure @ Modern Treatment Facilities @ Occupational and Hobby Therapy 
Rates @ Psychotherapy Emphasized @ Healthful Outdoor Recreation 
Available to Doctors @ Large Trained Staff @ Supervised Sports 
and Institutions == @ Individual Attention @ Religious Services 
@ Capacity Limited @ ideal Location in Sunny Florida 


MEDICAL DIRECTOR — SAMUEL G MO ASSOC MEDICAL DIRECTOR ~ WALTER HH WELLEORBN J m0 
JOHN U. KEATING MD SAMUEL WARSON 
TARPON SPRINGS FLORIDA ON THE GULF OF MEXICO PH. VICTOR 2.1811 
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HIGHLAND HOSPITAL, INC. 


Founded in 1904 Asheville, North Carolina 
Affiliated with Duke University 


A non-profit psychiatric institution, offering modern diagnostic and treatment pro- 
cedures—insulin, electroshock, psychotherapy, occupational! and recreational therapy— 
for nervous and menta! disorders. 


The Hospital is located in a seventy-five acre park, amid the scenic beauties of the 
Smoky Mountain Range of Western North Carolina, affording exceptional opportunity 
for physical and nervous rehabilitation. 


The OUT-PATIENT CLINIC offers diagnostic services and therapeutic treatment for 
selected cases desiring non-resident care. 
R. CHARMAN CARROLL, M.D. ROBT. L. CRAIG, M.D. 


Diplomate in Psychiatry Diplomate in Neurology and Psychiatry 
Medical Director Associate Medical Director 


HIGH POINT 
HOSPITAL 


v 
PORT CHESTER, NEW YORK 
WEstmore 9-4420 


oy ey is on analytically oriented psychotherapy, each patient receiving three 
ve therapeutic hours per week; ratio of one active psychotherapist for every five 
oaiieae. Physiologic forms of treatment are available; therapy administered by at- 
tending psychoanalysts, and residents in advanced training under the immediate super- 
vision of the director; staff of medical and surgical consultants (for psychosomatic 
studies) near New York City. 


ALEXANDER GRALNICK, M.D., F.A.P.A., Director 
WILLIAM V. SILVERBERG, M.D., F.A.P.A. STEPHEN P. JEWETT, M.D. 
Chief Censultant in Psychotherapy Chief Censultant in Clinical Psychiatry 
Fox, M.D., Associate Consultant L. CLovis Himninc, M.D., Associate Consultant 
Attending Psychiatrists: Sreruen W. Kempster, M.D.; Mervyn Scuacnt, M.D. 


Associate Paychiatrists: Leonanp C. Franx, M.D.; Syivia L. Gewnis, Leonarp Gorn, M.D., 
F.A.P.A.; L. M.D., F.A.P.A.; Simon H. Nacier, M.D 


Psychologists; Learnice Styar Scuacut, M.A.; Mitorep SHERWoop Lerner, M. A. 


Consulting ste Neurology, Kenneru M. Gana, ~ Gynecology, H. Haroip Giss, M. Acs 
Sur « T. Massucco, ernal Medicine, J. Scuw AST 
FAC. J. Ropman, M.D., F.C.C.P.; Invine J. D.DS. 
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TELEPHONE 2 


A GERIATRIC SANITARIUM providing specially trained nursing 
Dr. Horace G. Ripcey care, management, and rehabilitation by qualified registered psychi- 
Consulting Psychiatrist atric nurses. We operate under the supervision of the New Hamp- 
shire Department of Public Health. 
ANGELINE R. R. N. 


Director We extend a cordial invitation to visit. A phone call or correspond- 
ence will provide complete information. 


a) 
BALDPATE, INC. 
GEORGETOWN, MASS. 
FLEETWOOD 2-2131 
Located in the hills of Essex County, 30 miles north of Boston 
Psychotherapy is the basis of treatment; electric shock treatments, subcoma 
and deep coma insulin therapy when indicated; sleep treatment for withdrawal 
of narcotics. 
For the treatment of psychoneuroses, personality disorders, psychoses, alco- 
holism and drug addiction. 
Occupation under a trained therapist, diversions and outdoor activities. 
G. M. Scutomer, M.D., Medical Director 


CEDARCROFT SANITARIUM & HOSPITAL, INC. 


R. D. No. 2, Columbia Road 
Silver Spring, Md. 
JUniper 9-2197 
Nine miles from Washington, D. C. — In rural Maryland 

Dedicated to the Care of neuropsychiatric disorders requiring special supervision and guidance. 
Individual and group psychotherapy, occupational and activity therapy emphasized. All other 
accepted therapies are available. 

Resident and open staff, with privileges to qualified psychiatrists. 

Member of N. A. P. P. H. 


H. E. Andren, M. D. T. W. Steen, Ph. D. 
Medical Director Clinical Psychologist 


CHESTNUT LODGE 


MEDICAL DIRECTOR CLINICAL DIRECTOR 
Dexter M. BuLiarp, M.D. Marvin L. ApLanp, M.D. 


CONSULTANT IN PSYCHOTHERAPY DIRECTOR OF PSYCHOTHERAPY 
Friepa M.D. Orto A. Wi, Jr, M.D. 


CLINICAL ADMINISTRATORS 
Grorce H. Paestoxn, M.D Roserr W. Gipson, M.D. Cuarces A. Baker, M.D. 


ASSOCIATES 
Cuiay F. Baraitt, M.D. Jani E. Dyrup, M.D Ciarence G. Scuurz, M.D. 
Donato L. Burnnam, M.D. Joun P. Fort, Jn., M.D. Haroip F. Searies, M.D 
Josern W. Coxe, M.D Mitton G. Henpticu, M.D. Rocer L. Suarmo, M.D 
Ceci. C. Cuttanper, M.D. Norman C. Rintz, M.D Naomi K. Wenner, M.D 


CLINICAL PSYCHOLOGIST INTERNISTS CONSULTANT IN GERIATRICS 
Manrcaretr J. Riocn, Pu. D. Wittiam W. Wetsn, M.D Epwarp J. Srieciirz, M.D. 
Corinne Coorer, M.D. 


ROCKVILLE MARYLAND 
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| O. Box 837 CLEARVIEW HOSPITAL 5-618! 


| Kratzville Road 
EVANSVILLE, INDIANA 


A private psychiatric hospital located in the hub of the Tri-State Area (Southern Indiana, 
Kentucky and Illinois). Offering in diagnostic work and treatment procedures—insulin, electro 
stimulation, electro-convulsive, psychotherapy, occupational and recreational therapy. 
Out-patient facilities also available for those desiring non-resident care. 


Albert J. Crevello, M. D. Mary F. Hamilton, M. D. 
Diplomate-Medica! Director Associate 


FAIR OAKS 


INCORPORATED 
Summit, New Jersey 


A 70-BED MODERN, PSYCHIATRIC HOSPITAL FOR 
INTENSIVE TREATMENT AND MANAGEMENT OF 
PROBLEMS IN NEUROPSYCHIATRY. 


20 MILES FROM NEW YORK CITY TELEPHONE SUMMIT 6-0143 


Oscar Rozert, M. D., Tuomas P. Prout, Jr., 
Medical Director Administrator 


The HAVEN SANITARIUM, 


ROCHESTER, MICHIGAN 


M. oO. WOLFE, D. A psychoanalytically-oriented hospital 
Divestar of Fepenetavapy for the diagnosis and treatment of 


JOHN D. WHITEHOUSE, M.D. 
Clinical Director 


GRAHAM SHINNICK 
Manager Member of American and Michigan 


Telephone: OLive 1-944] Hospital Associations. 


mental and emotional illness. 


THE SOUTHARD SCHOOL THE MENNINGER CHILDREN’S CLINIC 


Intensive individual psychotherapy in a | Outpatient psychiatric and neurologic eval- 
residential school, for children of elemen- | uation and consultation for infants and 
tary school age with emotional and be- | children to eighteen years. 

havior problems. 


Department of Child Psychiatry 
THE MENNINGER FOUNDATION 


J. Corren Hinscuserc, M. D., Director Topeka, Kansas; Telephone 3-6494 
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MONTEREY SANITARIUM 
Since 1941 


Nine Miles East of Los Angeles — In the Beautiful San Gabricl Foothills 


A modern, fireproofed mental sanitarium of 145 beds, all on one level. Ideal for elderly, 
senile. Electric shock, occupational, and other recognized therapies available as required. 
Pleasant, large enclosed patios and well-designed buildings achieve homelike atmosphere. 
Separate units for disturbed, less disturbed, and recovery type cases. 
CHARLES T. BATTEN, M.D., Medical Director 


1267 N. San Gabriel Boulevard South San Gabriel, California 
Telephone ATlantic 0-3220 


Established 1930 PINE WO O dD Katonah 4-0775 


Katonah, New York 
(Westchester County) 


This 65-bed hospital has been known to the profession for many years. It has pioneered in 
all forms of therapy from their inception. Insulin, Electro-cerebral Stimulation and all its 
modifications, and the newest pharmacological therapies are used clinically and for research 
purposes. Our staff is psychoanalytically oriented, and our patients receive individual and also 
group psychotherapy. 


Joseph Epstein, M.D., F. A. P. 


A. 
Louis Wender, M.D., F.A.P. A } Physic lans-in-Charge 


Founded RIVER CREST SANITARIUM 1896 


New York City 
Modern Facilities for the individual care and treatment of nervous, mental, alcoholic and 
geriatric patients. All recognized therapies available according to the needs of the individual 
patient. 
Courtesy privileges to qualified physicians. American Hospital Association Member. 
Approved for residency training in psychiatry. 


Layman R. Harrison, M.D. Martin Dollin, M.D. Sandor Lorand, M.D. 
Medical Director Clinical Director Director of Psychotherapy 


Twenty Minutes from Mid-Manhattan 
Astoria 5, New York AStoria 8-0820 


Saint Joseru SANITARIUM 


2420 Asbury Street Dubuque, !owa 
or phone 3-8291 for information. 


(Supervision of Religious Sisters of Mercy) 
(Detroit Province) 
ACUTE MENTAL AND NERVOUS CASES 
also 


CONVALESCENT AND REST PATIENTS 


SHOCK THERAPY, HYDROTHERAPY, PHYSIOTHERAPY, 
OCCUPATIONAL THERAPY, COMPETENT STAFF 
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Phone: WINDSOR HOSPITAL, Inc. 


CHlestnut 7-7346 


Established 


Chagrin Falls, Ohio 1898 


A hospital for the treatment of Psychiatric Disorders. Booklet available on request. 


Joun H. Nicnors, M.D. 
Medical Director 


MEMBER: American Hospital Association 
National Association of Private Psychiatric Hospitals 


Association 


G. PauLine We Lis, R.N. 
Administrative Director 


Herpert A. SIHLER, JR. 
Secretary 


Central Neuropsychiatric Hospital 


Accredited: by the Joint Commission on Accreditation of Hospitals 


Founded 1879 


RING SANATORIUM 


Eight Miles from Boston 


For the study, care, and treatment of 
emotional, mental, personality, and habit 
disorders. 


On a foundation of dynamic psycho- 
therapy all other recognized therapies are 
used as indicated. 


Cottage accommodations meet varied 
individual needs. Limited facilities for 
the continued care of progressive disor- 


ders requiring medical, psychiatric, or 
neurological supervision. 


Full resident and associate staff. Cour- 
tesy privileges to qualified physicians. 


Benjamin Simon, M.D. 
Director 
Cuaries E. Wuire, M.D. 
Assistant Director 
Arlington Heights, 


Massachusetts 
Mission 8-0081 


ATTENTION 


Extension of the reduced subscription rate 
of $5.00 (less than one-half the regular rate) 
for the AMERICAN JOURNAL OF PSY- 
CHIATRY has been authorized to include 
medical students; junior and senior internes; 
first, second, and third year residents in 
training; and graduate students in psychol- 
ogy, psychiatric nursing, and psychiatric so- 
cial work. 


In placing your order, please indicate 
issue with which subscription is to start. 
Send subscriptions to: 
THE AMERICAN JOURNAL OF 
PSYCHIATRY 
1270 Avenus or THE Amanicas 
New Yorx 20, New 


ENTER NEW SUBSCRIPTIONS AND RENEWALS ON THIS FORM 


AMERICAN JOURNAL OF PSYCHIATRY 
1270 Avenue or THe Americas, Room 310 
New 20, New 


for one year’s subscription to the AMERICAN JOURNAL 


OF PSYCHIATRY beginning with Volume . 


Subscription $12.00 a year or by the Volume. Foreign Postage $1.00 extra. (New Volume began 


July 1955.) 
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THE ULTIMATE GOAL IS 
ADJUSTMENT OF 
THE “WHOLE CHILD” 


The psychologic value of all aspects of 
treatment, training and education is care- 
fully considered for each child at The 
Woods Schools. The ultimate goal is adjust- 
ment of the ‘‘whole child,” physical, intel- 
lectual and social. Each child is taught to 
handle practical situations, acquire good 
work habits, accept responsibility, meet 
social situations, enjoy social experiences, 
and to function at the maximum of his or 
her ability as an individual and as a mem- 
ber of the group. 


MEDICAL STAFF 


Leslie R. Angus, M.D., Director of Psychiatric Services 


and the Child Research Clinic 


William L. Noe, Jr., M.D., Director of Medical Services 


Eugene B. Spitz, M.D., Neuro-Surgery Consultant 


PSYCHOLOGICAL STAFF 
Myrtle E. Wampler, M. A. 
Fritz Stirner, M. A. 
Kathryn Burchard, M. A. 
Gisela Ungurian, M. A. 
Paul M. Forest, M. A. 


Frank P. Bakes, Ph.D. Attending Consultant in Speech 
Ruth M. Strang, Ph. D., Attending Consulcant in Reading 


Edward L. Johnstone, 
President 


THE Woops SCHOOLS 


A non-profit organization, founded in 1913 
LANGHORNE, PENNSYLVANIA 
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Devereux Seheools A score of residential schools and 
camps on both the East and West 
Coasts, with unexcelled facilities for 
both diagnosis and treatment of 

Each Devereux School is a fully 
equipped and staffed unit on its own, 
separate campus—especially designed 
to meet the needs of a particular age 
group with common intellectual and 
them, they offer a full educational 
program from pre-kindergarten 
through junior college, with special 
provisions for superior, average-nor- 
mal, and slow-learning youngsters. 

The Schools also make full pro- 
vision for medical and psychiatric 
therapy—including formal psycho- 
analysis, when it is indicated. 

You are invited to visit these “spe- 
cial schools” at any time; or if you 
prefer, further information may be 
had by writing 


JOHN M. BARCLAY 
Director of Development 
Devereux Schools, Devon, Pa. 


Schools 


UNDER THE DEVEREUX FOUNDATION 
Helena T. Devereux, Director 


Santa Barbara, California Devon, Pennsyivania 
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